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EXPERIENCE 


THE B-D VACUTAINER 


EVACUATED SPECIMEN TUBE 


otfers the si lest and t efficient method of obtaining 
quality bi dsp ‘ 


A superior stopper 

easy to clean 

dished-out top for speedy cleansing 

free from dirt-catching crevices or corners 
easy to remove 

protruding stopper for easy, 

one-hand “flip-off” removal 

easy to use 

diaphragm placed to ensure proper technic 
and minimize vacuum loss 


A straight side tube 

easy pouring or pipetting of serum 

easy clot removal 

can be reused for routine laboratory procedures 


Every B-D Vacutainer Specimen Tube is 


vacuum packed to assure factory freshness 
color-coded according to usage 


Available in six sizes and a range of 45 anticoagulants 
and preservatives, with catalog numbers printed on 
anticoagulant tubes. Partial vacuum for controlled intake 
in proportion to anticoagulant, wherever required. 


Freight prepaid —literature available on request. 


Becton, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


AND VACUTAINER, REG. U5. PAT. OFF. 
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clinically proved in alcoholism 


"ANTABUSE: 


brand of DISULFIRAM (tetracthylthiuram disulfide) 


Feldman reports: 
“.,. Antabuse’ therapy constitutes a major 
advance in treatment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


...@ “chemical fence” for the alcoholic 


A brochure giving full details of therapy will be sent to physicians upon 
request. 


“ANTABUSE?” is supplied in 0.5 Gm. tablets (scored), bottles of 50 and 1,000. 


LABORATORIES * New York, N. Y. * Montreal, Canada 
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EFFECTIVE AGAINST 
MOST STRAINS 
OF STAPHYLOCOCCI 


HLOROMYCETIN 


COMBATS MOST 
CLINICALLY IMPORTANT 
PATHOGENS 


IN VITRO SENSITIVITY OF PATHOGENIC STAPHYLOCOCCI TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED 
BROAD-SPECTRUM ANTIBIOTIC FOR 1958, 1957, and 1955* 


1958 (200 STRAINS) 


1957 (200 STRAINS) 


1955 (42 TO 103 STRAINS) 


CHLOROMYCETIN 90.5% 


Mop ome from Holloway, W. J., & Scott, E. G.: Delaware M. J. 30:175, 1958. 
In this study CH! IOMYCETIN and Antibiotic A were used in identical strengths of 5 meg. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® 
of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 


mittent therapy 


: PARKE, DAViS & COMPANY - DETROIT 32, MICHIGAN 


“Pee? 


: 
: 0 20 40 60 80 100 


How can STAPH be controlled? 


Analysis before treatment— 


Since the pathogenic parasite, STAPH, can aggressively multiply in a variety of environ- 
ments, a careful study should be made of its habitat. Every ward in the hospital and 
laboratory can be considered a likely place for breeding. Carelessness and risks are 
the greatest allies of STAPH. 


Where does STAPH start? 


All laboratory personnel can be carriers and not realize it. All clinical tests can be 
carriers. Direct contact with contaminated objects represents the first cause of trans- 
mission of STAPH! 


Main infection source: Contact! 

The majority of STAPH-acquired infections are due to contact involving all hospital 
personnel particularly—operating room, laboratory, central service and nursing.* 
Control: 

Control depends upon isolation sepsis and the continuing supression of the environmental 
multipliers.** 

Proper labeling procedure 


In addition to using disinfectants, proper sterilization . . . a modern labeling system 
should be used. A labeling system that avoids contact, saves on time and, also, improves 
communication. Time Tapes and Time Labels provide such a system. 


Blends into existing labeling procedure— 


Time’s modern labeling procedure, with a label for every hospital requirement, can be 
combined with your present system. Eventually, the outstanding health and time-saving 
advantages will be evident to where no other labeling procedure will be adequate. 


A TIME TAPE or LABEL eliminates contact 
... the major cause of contracting STAPH! 


Time proven ... time tested . . . laboratory accepted! 


Without obligation you can learn of the modern labeling procedure to control STAPH 
infections. A complete line of pre-printed labels are available for every hospital use. 
They are pressure sensitive and require no wetting. They eliminate contact of con- 
tamination. The hand need not touch the lips.) TIME TAPES and LABELS stick to 
any glass or plastic container. They resist heat, cold or moisture and will accept pen, 
pencil or ball point. 


TSiI—Time Sterile Indicator 


Stock labels for autoclaving give positive assurance of sterilization cycle. Invisible word 
“Sterile” appears on label on/y after it has been subjected to a complete sterilization cycle. 


Write for detailed literature on a modern labeling procedure that 
will help you control the evasive bacteria STAPH. 


* Edward S. Sulkin, F.A.P.H.A 
"eo © a) 7 Walter, M. “The Pharmacy” , Hospital Topics, Vol. 36, No. 12 (December, 
1958), p. 89 


Time Tape and Time Labels manufactured by 


PROFESSIONAL TAPE CO., INC. 


355 Burlington Road Dept. 41-H Riverside, Illinois 
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NOW even 
cardiac patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 


THERAPY 


DECADRON —the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or ‘‘pecul- 
iar’’ side effects. Moreover, DECADRON 


has helped restore a ‘‘natural’’ sense of 
tr well-being. 
* tAnalysis of clinical reports. 


DEXAMETHASONE 
*DECADRON is a trademark of Merck & Co., Inc., 


treats more patients ©1958 Merck & Co., Inc. 
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before you orde 


see 
price 


the new 


| syringes & needles 


standard and disposable line 


Contact your 
Surgical Products Division Representative 


ta AMERICAP CYARAMID company 
SURGICAL PRODUCTS DIVISION 
Producers of Davis & Geck Brand Sutures and 
Vim Brand Hypodermic Syringes and Needles. Sales Office: Danbury, Conn. 
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without | 
the shadow 
of doubt 


epilepsy 


The safety and effectivenes$ GF “Mysoline” in grand mal and psychomotor attacks 
is confirmed by four years Of successful clinical use im the United States. No 
irreversible toxic effects have beem reported. Side effects, such as drowsiness 
and ataxia, are usu@ily mild amd transieat, Therapy is easy to administer. 


Supplied: 0.25 tablets, of 100 and 1,000. 


Brand of Primidone 


AYERST LABORATORIES + NEW YORK 16, NEW YORK + MONTREAL, CANADA 


“Mysotine’’ is availabie in the United States by arrangement with imperial Chemical industries, Ltd. 
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they welcome Ovaltine for extra nourishment 


From pediatrics to geriatrics Ovaltine 
provides a rich source of the vitamins, 
minerals and other essential food elements 
required for the maintenance of a good 
nutritional state. 

Ovaltine is a nourishing, well-tolerated 
beverage combining natural blandness 
with good taste. It produces a soothing 
and relaxing effect for the tense and 
nervous patient, particularly when taken 
at bedtime. 


It is ideal for use where stimulating 
beverages should be avoided...ideal as 
nutritional fortification for patients on 
bland diets...or to help maintain a 
satisfactory nutritional level during 
physiologic stress. 

Three servings of Ovaltine and milk provide: 

13 Minerals 
including Calcium, 


Phosphorus, Iron and lodine 
CARBOHYDRATE. . 


“Nutrients for which daily 
dietary allowances are recom- 
mended by the National Re- 
search Council. 


A jar of Ovaitine will be 
sent for your personal use 
on request. 


Ova l t ] nN e*° when extra nourishment is desired 


The Wander Company, 105 W. Adams St., Chicago 3, Ill. 
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Bax 
“ 4 
*Ascorbic acid... .. 37.0 mg. 
"Thiamine. ..........1.2 mg. “PROTEIN. 32 Gm. 
x FAT 30 Gm. 
Pyridoxine......... 0.5 mg. 
f Vitamin Biz2.......5.0 meg. 
Pantothenic acid... . .3.0 mg. 
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Have you considered all the implications 
of Orinase’ in public health? Here, for 
instance, is what Orinase means to... 


The Health 
Educator 


The development of oral 
management of diabetes 
represents a break- 
through not only for 
patient and physician 
but also for metabolic 
research. This exciting 
story makes a natural 
peg for your efforts to 
gain community accept- 
ance for the diabetic, and 
to win support for case- 
finding projects. 


The Industrial Physician 


According to the Committee on Em- 
ployment of the American Diabetes 
Association (Indust. Med. 27:527 
[Oct.] 1958).no special difficulty is 
presented in the employment of 
“many selected diabetics who are 
controlled with the aid of tolbutamide 
(Orinase) and diet. . . . Experience 
indicates that symptomatic hypogly- 
cemia is not a factor in diabetics con- 
trolled with the aid of tolbutamide 
only.” Do your employment stand- 
ards conform to these new concepts? 


The Epidemiologist 
The Orinase Epoch has 
given a twofold push to 
diabetic case-finding: It 
has aroused new interest 
in diabetes, and, because 
it has reduced the neces- 
sity for injections, more 
and more diabetics are 
presenting themselves for 
medical care. This shift 
in attitude can help you in 
uncovering more of the un- 
known diabetics in your 
community. 


REG. U.S. PAT. OFF.—TOLBUTAMIOE, UPJOHN 
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sufficiency. 


The Public Health Nurse 


Nursing time now spent administering 
insulin to diabetics who cannot inject 
themselves can be saved if the patient is 
Orinase-responsive. And of course the 
patient gains new freedom and self- 


The Health 
Officer 


Each such transfer also saves 
public health dollars. One large 
city saves some $2.50 a day for 
each welfare patient switched 
to Orinase from insulin injec- 
tions administered by a public 
health nurse. Why not make 
sure that your health depart- 
ment doesn’t overlook any of 
the public health implications 
of Orinase? 


The Upjohn Company 
Kalamazoo, Michigan 
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...confirmed in 100 surgical “prepping” procedures’ 


“The area was wiped dry (after the usual shave, wash, etc.) and povidone-iodine 
[ BETADINE] sprayed over an adequate surface. Bacteriological cultures 
taken from the sites before and after operation indicated that all pathogens 
were eliminated by this procedure, the only remaining organisms being 
saprophytes and diptheroids.”’ 


...confirmed in 200 emergency suture cases’ 


“The wounds were cleansed of all foreign material, debrided and sprayed 
with povidone-iodine [BETADINE] prior to suture... All wounds healed 
per primam without side reactions or evidence of local irritation.” 


Betadine 


> t 
¢ prolonged release of effective germicidal action 
...will not lead to the development of resistant strains 


¢ unique film-forming property protects against invading pathogens...effective 
against Staph. aureus and other organisms resistant to topical antibiotics 


¢ virtually non-irritating to skin and mucosa 


1. Garnes, A. L.; Davidson, E.; Taylor, L. E.; Felix, A. J.; Shidlovsky, B. A., and Prigot, A.: 
Clinical Evaluation of Povidone-Iodine Aerosol Spray in Surgical Practice, Am. J. Surg., 97:49 1959. 


Available: BETADINE Aerosol in 3-0z. bottles. 
BETADINE Antiseptic Solution in 8 and 16-oz. bottles. 
More detailed information upon request. 


\ TAILBY-NASON COMPANY, INC. DOVER, DELAWARE 
established in 1905 


J GERMICIDAL SPRAY, | 
: 
pathogenic bacteria 
| viruses 
| 
protozoa 
| 


Oban, Hy Woll, 


Pollais, V 
152, 1956. 
5 


Surg: 64 


Jenniags, 


*Beline, Ciark, F; 


wand Tyler, West 
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The Original Quaternary... 


Beg Per Of ond Conede 
N 


la every step of its manufacturing, 
Roccat is laboratory controlled . . . 
prepared with utmost precision under 
mgid specifications. For Rocca, the 
nation’s frst and foremost quaternary 
ammonium germicide, is a product of 
one of the world’s leading pharmaceu- 
(iCal manufacturers. 

Trple-checked to insure uniformity, 
pocency and quality, ROCCAL is initially 
tested at che manufactumng level. Then 
a sample of cach Dacch of ROCCAL must 
Pass 2 Comprehensive at 
Coacrol Laborstomes at Rens- 
seluer, New York. A third and final cesc 


HIGH HARD WATER 


m waters up te 550 pom of bardnmesx 


Further 


we dilutions, ROCTAl 


is made when the product is bortied. 

Many public health and sanitation offi- 
cals throughout the country recognize 
Roccal as the “standard” quaternary 
ammonium germicide. In restaurants, 
taverns, soda fountains, schools, dairies, 
hotels, food processing and packing 
plants, insututions— wherever a reliable 
germicide is required— Roccat can be 
depended upon to do a betrer sanstizing 
job every ume. 

In recommended dilutions, RoccaL 
is porent bactericide: stable. casteless, 
odorless, staunless, 
COLTOSIVe, 


TOLERANCE 


without <uestrants s efeenve 


when tested bw the roverfire 


imformalion j 


af Serting Drug nc. 


1450 Greadwey. Mew York 13, ¥_ 
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fnew 
shampoo 


ERADICATES 
PEDICULOSIS rusis 
IN 4 MINUTES 


“A single shampooing sufficed 
to eradicate infestation ...in 


all cases...ina few minutes.’ 
Gardner, J.: J. Pediat. 52:448 (Apr.) 1958. 


SUPPLIED: KWELL Shampoo: 
bottles of 2 & 16 fi. oz. 


GAMMA BENZENE HEXACHLORIDE 1% 


cream & 
lotion 


IN SCABIES, 
CHIGGERS AND 
PEDICULOSIS 


95% to 100% effective in1 
treatment — acts fast — non- 
irritating — nonstaining. @ 


SUPPLIED: KWELL Cream: 
jars of 2 oz. & 1 Ib.— KWELL 
Lotion: bottles of 2 & 16 fl. oz. 


uftS REED & CARNRICK / Jersey City 6, New Jersey 
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ave you 
interested in a 


moderate low-fat 
well-balanced 


breakfast? 


When a moderate reduction of fat in the diet is breakfast is well balanced as demonstrated by the 


indicated, a basic cereal and milk breakfast shown chart below showing its nutritional contribution to 
in the table below is worth consideration. Not only the recommended dietary allowances! for “Women, 
is the fat content moderate (10.9 gm.—20 per cent 25 Years.”’ This basic cereal and milk breakfast is 
of total calories), but this convenient, economical well balanced and nutritionally efficient as demon- 


strated by the lowa Breakfast Studies. 
recommended dictary allowances* and the nutritional contribution of a moderate low-fat breakfast 


Menu: Orange Juice—4 oz.; 
Cereal, dry weight—1 oz.; 
Whole Milk—4 oz.; Sugar—I! teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—S5 gm. (about 1 teaspoon); 
Nonfat Milk—8 oz. 


Vitamin Ascorbic 
Nutrients Calories Protein Calcium lron A Thiamine Riboflavin Niacin Acid 
Totals wpplied by 
Basic Breakfast* 503 20.9 gm. 0.532 gm. 2.7 mg. 5881U. 0.46 mg. 0.80 mg. 3 mg. 65.5 mg. 


Recommended 
Allowances— Women, 2 


Years (58 kg.—128 ie) 2300 58 gm. 0.8 gm. 12mg. SOOO0LU. 1.2 mg. 1.5 mg. 17 mg. 70 mg. 


Percentage Contributed 


by Basic Breakfast 21.9% 36.0% 66.5% 22.5% 11.8% 38.3% 53.3% 17.6% 93.6% 


*Revised 1958. Food and Nutrition Board, National Research ' The allowance levels are intended to cover individual variations 
Council, Washington, among most normal persons as they live in the United States under 
usual environmental stresses. Calorie allowances apply to 


**Cere cago 
In — oes “sr x Breakfast Source Book. Chicago. Cereal individuals usually engaged in moderate physical activity. For 
" office workers or others in sedentary occupations they are excessive. 
Wart, B. K.. and Merrill, A. L.: Composition of Foods — Ra . Adjustments must be made for variations in body size, age, 
Processed, Prepared, U.S.D.A. Agriculture Handbook No 8, "1950. physical activity, and environmental temperature. 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of national nutrition 
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Easiest way of all 
to make Colony Counts 


Happily for us, many of the instruments we make fall A unique illumination system floods the entire cul- 
into a special, distinguished class ...they perform their ture plate with soft, uniform light. The dark, contrast- 
particular job so well that they have become the “stand- _ ing background throws the colonies into bold relief. . . 
ard” instrument of their type. makes even pinpoint colonies easy to distinguish and 

The AO Spencer Quebec Dark Field Colony Counter — count. And the sharp, controllable magnification reveals 
belongs to this “special” group. You'll find them as colony morphology for quick differential counts. 
standard equipment in bacteriological and pharmaceu- A Wolfthuegel Guide Plate is supplied as standard... 
tical labs, in research and control labs throughout the counter also accommodates Stewart and Jeffers guide 
food processing, dairy and beverage industries, in plate. 

Public Health departments ... wherever bacterial limits Complete information on the AO Spencer Dark Field 
are used as a criteria in maintaining health or quality Quebec Colony Counter is yours for the asking. Talk 
standards. to your AO Representative or write us today. 


Dept N19 
lease send me complete information on the AO 
Spencer Quebec Colony Counter. 


Zone State 
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: 
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INSTRUMENT DIVISION, BUFFALO 15, NEW YORK Address___ | 
City | 
; 


Your work with hospitals in controlling Staph and preventing 
its spread into the community’ is undoubtedly increasing rapidly. 


May we help in one of these ways? 


1) By supplying you with supplementary technical 
information for use with the hospital Infection 
Committee in analyzing the problem. 


2) By sharing with you the experience of other hospitals 
in identifying trouble spots and establishing tested 
methods for stopping outbreaks and reducing incidence. 


3) By providing practical methods for increased and 
more effective disinfection procedures in line with 
your recommendations - methods which are so easy to 
follow they become hospital routine with a minimum 
of overseeing. 


The proven effectiveness of our phenolic disinfectants against 
antibiotic-resistant Staph strains recommends any one of them 
for your consideration. Amphyl®, O-syl®, Lysol® disinfectants 
and Tergisyl'™”. detergent-disinfectant have individual 
characteristics to aid you in selecting the disinfectant 

most suitable for your purposes. All are broad spectrum - 
killing pathogenic organisms including Staphylococci, 

fungi and TB bacilli. 


Please call on us for any of the above help. Also, our 
technical staff will be glad to work with you. Product 
literature includes bacteriological data and tested 
procedures. Literature and samples are available on request. 


Professional Division 
LEHN & FINK PRODUCTS CORPORATION 
1. Proceedings National Conterence- 445 Park Avenue, New York 22, Vs 


Hospital-Acquired Staphylococcal 
Disease, September, 1958, pages 3-10. 


©Lehn & Fink Products Corporation 1958 
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NVIRONMENTAY CONTROL 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 
Reports, Designs, Supervision of Construction, 


Investigations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


TPl 
(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection and sub- 
mission of specimens furnished upon request 


THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 


128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


ROY B. EVERSON 


Water Treatment Service since 1900 for Swimming 
Pool Circulating Systems. Purification Systems 
as applied to Sewage Treatment and Water 
Works. A New System for Automatic Control. 


215 W. HURON ST. CHICAGO 10, ILL. 


EMERSON VENABLE, P. E. 
Chemist and Chemical Engineer 
Atmospheric Pollution. 
Industrial Hygiene Chemical Warfare 


6lll Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 


A Personnel Administration Service in the 
Field of Public Health 


Available to State and Local Health Departments 


an 
Merit Systems 
Examinations Field Consultation 


American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 
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free your patients 
from their total 
worm burden with 


ABMINTHIC 


DITHIAZANINE IODIDE 


the polyhelminthic agent-— 
specific therapy against 5 common helminths 


In a recent study, 97% of pinworm 
patients were completely freed of the 
parasite by ABMINTHIC therapy.! Clinical 
investigation has also confirmed the spe- 
cific effectiveness of ABMINTHIC against 
other common helminths.?3.4 Because of 
its unique polyvalent potency, ABMINTHIC 
is particularly valuable in the treatment 
of mixed infections. The drug has been 
found extremely well tolerated in recom- 
mended dosages. 

Supply: Abminthic Capsules (200 mg.), 
bottles of 100 


REFERENCES: 1. Miller, J. H., et al.: 
Am. J. Dig. Dis. 3:229-231, 1958. 

2. Swartzwelder, J. C., et al.: A.M.A. 
Arch. Int. Med. 101:658-61, 1958. 

3. Frye, W. W., et al.: Am. J. Trop. Med. 
Hyg. 6:890.93, 1957. 

4. Swartzwelder, J. C., et al.: 

J.A.M.A. 165:2063-67, 1957. 


Science for the world’s well-being. 


PFIZER LABORATORIES, Brooklyn6,N.7. 
Division, Chas. Pfizer & Co., Inc. travewann 
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sanitize efficiently with 
dry chlorine products 
from OLIN MATHIESON 


A chlorine product for every sanitizing need .. . for every 
situation. HTH and Lo-Bax are active on all fronts 
where germs, odors, algae, fungi or pollution are a threat. 


Institutional and HTH Granular: 
Industrial Sanitation Caicium hypochlorite in free- 


flowing, quick-dissolving, and 
non-dusty form. Contains 70% Water Supply and 
available chlorine. Emergency Ch 


HTH Tablets: 

Easy-to-handle tablets which dissolve slowly and 
provide a continuous source of hypochlorite 
solution over an extended period of time. Contains 
70% available chlorine. 


Lo-Bax 

Bactericides: 
Made in two forms for milk iia 
and dairy plants. Lo-Bax Special = 


and LoBax-W (with a wetting agent). = ‘= 


HTH-15: 
Contains 15% available chlorine. Dependable Fotanteg Pools 


disinfectant for guarding health in public places. 
Excellent china dip. 


For full information on a wide va- 
riety of sanitation problems— with 
their solutions—write today for 


HTH® and LO-BAX® are trademarks. the valuable HTH Literature Kit. 


OLIN MATHIESON CHEMICAL CORPORATION 
CHEMICALS DIVISION + BALTIMORE 3, MD. 
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FOOD FOR THOUGHT 


a short review 


in nutrition 


Eat to Live is offered FREE* as a special tool for 
the physician, the dentist, the nurse, the public 


health leader—for anyone by profession devoted 
to the cause of improving popular diet. 


The 52-page, colorful fact book on foods and nutrition 
may be read easily in less than an hour. Yet it 
provides briefly a review of pertinent history and 
current knowledge in nutrition; definitions and 
important sources for specific nutrients; National 
Research Council recommended daily dietary 
allowances; guides for food selection, cooking, 

menu planning; and finally tables for values in 


portions of common foods. An ideal publication 
for reception room or for patients. 


Why not check this handy, authoritative digest 
of information that translates the memorable, 
important facts of nutrition into terms of 
personal practice and common experience? More 


than a quarter of a million copies in circulation. 
Send for your FREE copy today.* 


The nutritional statements made in the booklet featured in 
this advertisement have been reviewed by the Council on Foods 
and Nutrition of the American Medical Association and 
found consistent with current, authoritative medical opinion. 


FREE*—USE COUPON OR SEND R BLANK 


| To: Wheat Flour Institute 
309 West Jackson Bivd., Chicago 6, Illinois Dept. AJPH 
jaar Sane et dae Please send me for professional review the free, 52-page fact book on 
culture. Diet selected foods and nutrition as described, Eat to Live. (Please print.) 
from these foods pro- 
vides omple protein, vi- 
tomuns and minerals. 


Wheat Flour Institute 


working for a healthier America through nutrition 


city. 


ZONE STATE 


*Copies for the non-professional —35 cents eac 
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Pipette shown is Serological No. 7085. 


How to prove that these 
pipette markings are the 
most durable you've ever seen 


Rub two ACCU-RED pipettes against each 
other, right across the graduations. 

This is the test that can show you now 
what natural aging —use and repeated 
sterilization—will do to any pipette. 

Examine the markings closely. You'll 
see surface abrasion, but that’s all. For 
all your hard rubbing the Accu-RED 
markings are still there, still clear. They 
won't come off because they are right in 
the glass. 

As long as the glass lasts, you'll have 
that are sharp and easy to 
read. 

ACCU-RED pipettes are not only rugged, 
they are also accurate. Example: For the 
1 and 2 ml sizes, tolerance is 0.002 ml. 

More: Like all Pyrex brand glassware, 
these pipettes are hardy. They are not 
affected by high heat or most detergents, 
emerging intact and unmarred from re- 
peated washings. 


The sketches below show some of the 
different ACCU-RED pipettes. Your Corning 
catalog shows many other Pyrex pipettes. 
(If you don’t have our catalog, write to 
us at Corning, N. Y., for a free copy.) 

To save money—Specify “Pyrex” for 
all your labware needs. Quantity discounts 
are sizeable. 


No. 7086—cotton plug with cylindrical mouthpiece 


No. 7087—Serological wide tip for fast flow 


CORNING GLASS WORKS 


CORNING MEANS RESEARCH IN GLASS 


PYREX taboratory ware... . the tested tol of modern research 
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When 
ringworm 
of the 
scalp 
occurs... 


Tinea Capitis 
due to M. audouini 


... topical antifungal therapy is recommended as immediate treatment. Prompt 
use of Salundek will destroy accessible spores and form a protective coating, reducing the 
likelihood of spread of the disease to other areas of the scalp, or to other children. 

New Dosage Form, Salundek Solution* — It is supplied in 3-ounce bottles with a controlled 
flow applicator cap. Now there is a choice that will lead to better patient cooperation during 
the treatment of this stubborn disease. 

Many investigators have reported that the ointment and the solution have the same high 
percentage of cures, obtained in an average of 12 to 16 weeks. 

Salundek also eliminates the hazard of x-ray therapy * seldom causes skin reaction * offers 
convenience in use — no stain, no odor and no effect on future hair growth. 

Supplied: SALUNDEK OINTMENT, 2 oz. tubes and 1 Ib. jars. SALUNDEK SOLUTION, 3 oz. 
bottles with controlled flow applicator cap. 


Write for supply of “Instructions for Home Care” pads. 


SALUNDER® 
SOLUTION 
(Brand of Zinchlorundesal) 


Mattie Mattsie LaBoraTories Division * Wallace & Tiernan Incorporated Belleville 9, N. J. 


*In the presence of open lesions, the use of the ointment may be preferred at first since the base of the solution causes 
occasional transient stinging. Avoid contact with the eyes. 
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AFFILIATED COMPANIES: BASEL + BOGOTA - BOMBAY - BRUSSELS - BUENOS AIRES - GRENZACH (BADEN) 
HAVANA + ISTANBUL + JOHANNESBURG - LONDON - MADRID - MEXICO CITY - MILAN + MONTEVIDEO - PARIS 


RIO DE JANEIRO 


BIOTIN 


a 


~ 
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/.) SPOTLIGHT ON 


A series devoted to brief facts about the vital health-giving vitamins. 


we 


An integral part of the vitamin B-complex, biotin is known to protect 
against the dietary deficiency disease called “egg white injury.” There 
is some indication that the vitamin plays a part in fat metabolism. 
Recent clinical data indicate an apparent relationship between biotin in 
the diet and certain dermatitic lesions of infants. It has also been found 
of value in veterinary medicine in overcoming certain conditions 
affecting poultry, dogs, birds, and dairy calves. 


The empirical formula for biotin is CiHwO,N.S. It has 
also been known as vitamin H and coenzyme R. The 
vitamin crystallizes in colorless needles. 


d-Biotin is required for the growth of bacteria, plants and animals. 
It appears to be related to the process of cell development. The d- 
biotin content of embryo and tumor tissue is comparatively high. 
Nerve tissue growth is greatly stimulated in the presence of certain 
concentrations of d-biotin. 


The paragraphs above have been excerpted from a 
review of existing knowledge of the vitamin pub- 
lished by the Roche* organization. If you wish a 
copy of this brochure, without charge or obligation, 
please send your request to the Vitamin Division. 


If you are engaged in the manufacture of food or pharmaceuticals, 
our technical service is at your disposal . . . in confidence, of course. 


*Roche Reg. U.S. Pat. Off. 


VITAMIN DIVISION HOFFMANN-LA ROCHE INC. + 10,N.5. 


Roche Research and Roche Products Preserve 
and Protect the World's Health 


ROCHE ROUND THE WORLD 


STOCKHOLM + SYONEY + TOKYO - VIENNA AGENCIES IN OTHER COUNTRIES 


Xxvill 
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Now... 

for only $69.50... 

you can adapt any 
INTERNATIONAL CLINICAL 
CENTRIFUGE to spin ; 


micro-hematocrits! 


New International 


HEMATO-KIT 


makes the switch in 10 seconds! 


More than ever before . . . the Inter- 
national Clinical Centrifuge is the most 
versatile, most economical unit in the 
bench-size centrifuge field. With this new 
kit, you can adapt a clinical model to 
modern blood cell volume testing tech- 
niques .. . at a fraction of the cost of a 
new micro-capillary hematocrit centrifuge. 


For laboratories spinning many micro- 
hematocrits per day, the International 
Model MB (Quiet-Test) Centrifuge is 
recommended. 


INTERNATIONAL 


your dependable source for 
centrifugal force. 


International Equipment Co. 


WRITE FOR DETAILS on IEC Centrifuges . . . sold and serviced the world over by authorized International Dealers. 


1202 SOLDIERS FIELD ROAD, BOSTON 35, MASS., STadium 2-7900 
O Send me complete details about your new HEMATO-KIT for adapting my International Clinical Cen- 
trifuge for hematocrit spinning. 
oO Send me data, prices and delivery schedules on International Clinical Centrifuges. 
Street & No............. Zone State 
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’ YOUR CHECK LIST OF VIRAL 
AND RICKETTSIAL ANTIGENS 


Specific antigens available for use in diagnosis 
of rickettsial and viral infections by the comple- 
ment-fixation test. 


Equine Encephalomyelitis (Eastern) Diag- 
nostic Antigen Lederle 

Equine Encephalomyelitis (Western) Diag- 
nostic Antigen Lederle 

Influenza Virus (Type A—PR 8 Strain) Diag- 
nostic Antigen Lederle 

Influenza Virus (Type A—FM 1 Strain) Diag- 
nostic Antigen Lederle 

Influenza Virus (Type B—Lee Strain) Diag- 
nostic Antigen Lederle 

Lymphocytic Choriomeningitis Diagnostic 
Antigen (Soluble Type) Lederle 

Mumps Diagnostic Antigen (Viral Type) 
Lederle 

Proteus OX19 Antigen Lederle (Positive 
titers appear with typhus infections) 
Psittacosis Diagnostic Antigen (Soluble 
Type) Lederle 

Q Fever (American Strain—Nine Mile) Diag- 
nostic Antigen Lederle 

Rickettsialpox Diagrostic Antigen (Soluble 
Type) Lederle 

Rocky Mountain Spotted Fever Diagnostic 
Antigen (Soluble Type) Lederle _ 

St. Louis Encephalitis Diagnostic Antigen 
Lederle 


LEDERLE PRODUCTS FOR LABORATORY MEDICINE 
ARE PREPARED AND TESTED ACCORDING TO THE 
HIGHEST STANDARDS 


AGENTS FOR LABORATORY USE: BLOOD GROUPING, Rh 
TYPING, AND ANTIHUMAN (Coombs Test) 
SERUMS, NIH-approved; SALMONELLA GROUP- 
ING and TYPING SERUMS; SHIGELLA GROUP- 
ING SERUMS; BLOOD CULTURE MEDIUM; E. 
COLI TYPING SERUMS*; SYPHILIS ANTIGENS; 
V.D.R.L.; Kahn Standard (Dr. Kahn Laboratory- 
approved); Laughlen Reagent (Dr. Laughlen Lab- 
oratory-approved); PASTEURELLA TULARENSIS 
TUBE ANTIGEN; VIRAL and RICKETTSIAL ANTI- 
GENS. *Prepared according to CDC methods and 
standards. 


AGENTS FOR CLINICAL USE: LYMPHOGRANULOMA 
VENEREUM SKIN TEST ANTIGEN and CON- 
TROL; TRICHINELLA EXTRACT and SALINE 
CONTROL; TUBERCULIN PATCH TEST (Vollmer). 


For further information contact the Lederle rep- 
through your hospital pharmacy, or 
write: 


LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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Journal 
of Public 
Health 


One of the most pressing problems in dealing with the health needs of the 


aged is to finance the care they need. That means can be devised to deal 


with this problem is certain. It is clear that there is no single simple 


answer. The symposium presented here explores the problem from 


a variety of viewpoints and indicates some possible answers. 


FINANCING MEDICAL CARE FOR THE AGED 


|. THE PROBLEM—THE ROLE OF THE FEDERAL GOVERNMENT 


Franz Goldmann, M.D., F.A.P.H.A. 


ENJAMIN FRANKLIN once remarked: 

“All would live long, but none would 
be old.” The implications of this wise 
comment for the maintenance of health 
and proper care in case of sickness and 
disability are being increasingly recog- 
nized by society and its senior citizens. 
Those who have crossed the traditional 
65th parallel and live in the sobering 
borderland between old age and death 
are deeply concerned over the many 
problems that illness with its attendant 
cost may create. Society has come to 
realize that systematic organization of 
payment for personal health services of 
high standards can go far to lighten, if 
not eliminate, the economic burden of 
sickness to the senior citizen. the family. 
and the community. 

Despite noteworthy progress in de- 
veloping voluntary health insurance and 
improving public medical care under a 
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large variety of programs, the need for 
better protection of senior citizens is 
generally acknowledged. Pertinent pro- 
posals are legion. The debate about 
future public policy centers on two of 
several alternatives: (1) extension of 
voluntary health insurance to cover 
more senior citizens and more benefits. 
and (2) inclusion of specified personal 
health services in the system of Old-Age 
and Survivor's Insurance (OASI). 

To be fruitful, decisions on methods 
of organizing payment must be guided 
by clear perception of the goal to be 
attained and must be based on objective 
analysis and evaluation of both the par- 
ticular socioeconomic conditions and the 
special health service requirements of 
senior citizens as a group. Ultimately. 
all senior citizens should be able to 
obtain the best possible health service 
readily and at reasonable cost. The road 
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to this goal is anything but easy to 
travel. The financial question is merely 
one of many begging to be answered. 
The relative merits of the basic methods 
of organizing payment — insurance, 
either voluntary or compulsory, and use 
of general tax funds—can be properly 
judged only if the present major char- 
acteristics of senior citizens as a group 
are kept in mind and possible changes in 
the foreseeable future are taken into 
account. 


Characteristics of Senior Citizens 


1. Senior citizens make up a large 
group of the population. Persons 65 
years and over numbered 15,041,000 on 
July 1, 1958, compared with approxi- 
mately three million in 1900. They con- 
stituted 8.8 per cent of the total popu- 
lation in 1958 against about 4 per cent 
at the turn of the century. There are 
many more women than men in the age 
group 65 and over—8,040,000 com- 
pared with 6,830,000 men as of June, 
1957—and this difference is especially 
marked at the ages of 75 and over. 

Further increase in both the number 
and proportion of senior citizens is cer- 
tain and the disparity in the sex distri- 
bution may well widen in the future. 
The average span of life can be expected 
to become longer as a result of past 
accomplishments and prospective ad- 
vances in medicine and its underlying 
sciences, in the social organization of 
personal health services and of environ- 
mental sanitation, in education, and in 
standards of living. Even if there were 
no other reasons, the large size of the 
population group alone would amply 
justify determined efforts to meet their 
health requirements. 

2. Widowhood occurs later; it is a 
longer period than in earlier times; and 
widows far outnumber widowers. The 
median age of widowed persons was 
67.8 years in 1957 as compared with 
57.8 years in 1900. At present, widowed 


persons constitute 38 per cent of the men 
and 70 per cent of the women in the 
age group 75 and over. There is good 
reason to assume that the period of 
widowhood will continue to lengthen 
and that the sex distribution of the 
widowed will not materially change in 
the next two decades. 

3. The majority of those entering the 
labor force now reach the age of 65. 
But only a relatively small proportion of 
all persons 65 years and over—about 28 
per cent in June, 1957—continue in 
gainful employment or are spouses of 
earners, and many are working part- 
time or only intermittently. In periods 
of economic recession older persons are 
the first to encounter difficulties in re- 
taining their jobs or finding new ones. 
Furthermore, many senior citizens have 
never been employed or they have 
worked only a few years. 

Whether a substantial increase in the 
number and proportion of gainfully em- 
ployed senior citizens can be expected 
in the near future is a wide-open ques- 
tion. The probable frequency of volun- 
tary and compulsory retirement cannot 
he predicted due to the large number of 
unknown factors. Development of cri- 
teria for the assessment of biologic 
aging in man may help to change the 
widely held notion of the unsuitability 
of older people for employment without 
restriction, although it would hardly dis- 
pel the employers’ fears of increased 
financial obligations, such as Workmen's 
Compensation costs. 

|. About two-thirds of the senior citi- 
zens living outside institutions have very 
low incomes and approximately one-fifth 
to one-fourth have none. The great ma- 
jority of the old people residing in insti- 
tutions for long-term care are dependent 
upon public aid for maintenance. Liquid 
assets that could be used to meet medical 
expenditures are insignificant. exceeding 
$3,000 for a small minority only, and 
they are lacking or exceeded by liabili- 
ties in possibly one-fourth of all cases. 
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The principal sources of income for 
senior citizens at present are earnings 
from employment for less than one out 
of three, OASI benefits for nearly six 
out of ten, and public assistance for 
approximately one out of seven. 

The incomes of most of those who are 
gainfully employed or have spouses who 
are working are much below $3,000. 
The old-age benefits paid under OASI 
are small on the average, although they 
range widely, and in many instances fall 
far short of budgetary requirements. In 
July, 1958, the average monthly benefit 
actually paid to a retired worker was 
$65.87 and the average newly awarded 
benefit was $74.57. Average figures 
conceal as much as they reveal. It is 
important to note that one-fifth of all 
old-age insurance beneficiaries were re- 
ceiving monthly benefits of from $90 to 
$108.50 and almost two-fifths were re- 
ceiving from $60 to $89.90 at the end 
of 1957. 

The inadequacy of the present bene- 
fits has been recognized by Congress 
and a slight increase will take effect in 
1959, In the words of a leading finan- 
cial journal benefits based on the new 
schedule “will permit no one to wallow 
in luxury.” However, they assure basic 
protection against economic need, and 
they would be even more useful if they 
were augmented by other independent 
resources. The cold facts are that at 
present other incomes are insignificant 
in the great majority of all cases and 
are lacking quite often, and that the 
amounts actually paid are not infre- 
quently very low, requiring supplemen- 
tation by public assistance. In 1957 the 
median total income of OASI beneficiar- 
ies was $1,140 for single retired work- 
ers, $2,190 for retired couples, and $880 
for aged widows. Public assistance sup- 
plementing OASI benefits became neces- 
sary for one out of ten aged benefi- 
ciaries—7.3 per cent of married couples 
and 13.7 per cent of single retired work- 
ers. In July, 1958, public assistance 
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provided for the income maintenance of 
2,459,000 or 16 per cent of the senior 
citizens, including 1,980,000 who were 
receiving such assistance only and 570,- 
000 who received it in addition to OASI 
benefits. 

Obviously, the financial resources 
available to all but a small proportion of 
the senior citizens are barely sufficient to 
make ends meet and certainly are grossly 
inadequate to meet any but minor ex- 
penses in case of illness. Serious acute 
illness or prolonged illness is likely to 
bring with it destitution for most senior 
citizens and may well place a heavy, if 
not intolerable, financial burden on their 
families. 

Barring business recessions, improve- 
ment in the economic condition of 
senior citizens in the near future may 
well occur, if the incomes of working 
people continue to rise, private pension 
plans are extended to more people, the 
maximum OASI benefits become avail- 
able to a larger proportion of the bene- 
ficiaries, and erosion of the purchasing 
power of the dollar is prevented. 

5. The health needs of senior citizens 
are numerous, complex, in many re- 
spects different from those of younger 
people, and subject to steady increase 
with advancing years. They are greater 
than those of younger persons because 
of a higher frequency of physical and 
mental illness, longer duration of illness. 
and the substantially larger number and 
proportion of cases of partial permanent 
disability and invalidism. Multiplicity 
of health conditions requiring attention. 
repeated short-term exacerbations of old 
chronic conditions, prolonged _ illness. 
and severe impairment of function. 
especially disability lasting six months 
or longer. pose the most serious problem 
to the financing of a satisfactory pro- 
gram. Of paramount importance are the 
facts that many of the diseases plaguing 
elderly people originate much earlier in 
life and progress slowly over long 
periods of time and that more persons 
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with substantial physical or mental disa- 
bility now survive to old age due to ad- 
vances in diagnosis and treatment. 

The statistical data on services actu- 
ally rendered to senior citizens are 
highly informative, although they must 
not be considered as a true measure of 
health needs. Compared with other age 
groups senior citizens require medical. 
nursing and other professional services, 
drugs, and appliances more often, in 
larger amounts, and over longer periods 
of time. They are admitted and read- 
mitted to general and related hospitals 
more frequently and stay much longer. 
Furthermore, the aged constitute a con- 
siderable proportion of the patients in 
mental hospitals and the vast majority 
of persons living in institutions for long- 
term care. 

Approximately two out of three senior 
citizens contact a physician within a 
year. In 1957 the average number of 
physician visits per person was 6.8 for 
the age group 65, and over, compared 
with less than 5.0 for all other age 


groups, except the age group 15-24 


where it was 5.0." More light is shed 
on this matter by the experience of 
group-practice prepayment plans pro- 
viding for comprehensive physician 
service. The Health Insurance Plan of 
Greater New York, for instance, found 
that in 1955-1956 the average number 
of physician services at the patient's 
home, the doctor's office, and the hos- 
pital was 7.3 per enrollee 65 years, and 
over, as compared with 5.1 for persons 
under 65, and that a physician was seen 
at least 20 times during the year by 8.3 
per cent of the aged compared with an 
average of 4.2 per cent for enrollees of 
all ages.’ 

Massive is the statistical material 
showing that the numbers of hospital 
admissions per 1,000 senior citizens, of 
days per hospitalized patient, and of 
hospital days per aged person are sub- 
stantially greater than those for younger 
people, that the admission rates increase 


progressively after 65, and that repeated 
admissions become more frequent with 
advancing age. Here, again, the obser- 
vations of the Health Insurance Plan of 
Greater New York are especially inter- 
esting. In 1955 the number of hospital 
admissions per 1,000 people 65 years 
and over was 121.2 compared with 59.6 
(excluding obstetrical admissions) for 
all age groups; the number of hospital 
days per 1,000 enrollees was 1,595 and 
186, respectively; the number of days 
per admission was 13.2 against 8.1.” 

Reliable information on the frequency 
of admission of senior citizens to insti- 
tutions for long-term care and the aver- 
age length of stay in them is missing. 
Detailed studies, in 1958, of 435 resi- 
dents of four Jewish homes for the aged 
with extensive provisions for health serv- 
ice have revealed many facts bearing on 
financial support of health services as 
distinguished from income maintenance. 
The median age of residents was 80.6 
years. One out of two required infirm- 
ary care; more than half of those in the 
infirmary had been in the home three 
years or longer. More than four out of 
ten residents were mentally confused; 
one out of eight was incontinent; almost 
nine out of ten required nursing service 
amounting to less than one hour a day 
for most of those in residential units and 
to two to four hours or more for half of 
all infirmary patients. One-half were 
being maintained by public assistance 
alone and almost one-third were bene- 
ficiaries of OASI alone or in combina- 
tion with other sources. especially public 
assistance.” 

6. Senior citizens as a group spend 
more on personal health service than 
younger age groups, and they must do 
so at the very time when income from 
gainful employment has ceased or be- 
come small for most. Expenditures for 
service to people 65 years and over 
make up a relatively large part of the 
total national expenditures for medical 
care in the wide sense of the term, ac- 
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counting for substantial proportions of 
the public as well as private outlays for 
all types of personal health service. 

The most important information on 
private expenditures comes from studies 
conducted under the auspices of the 
Health Information Foundation. In the 
period from July 1, 1952, to June 30, 
1953, the charges incurred by senior 
citizens exceeded those of the general 
population by 57 per cent-——14 per cent 
for physician service, 92 per cent for 
hospital care, 120 per cent for drugs, 
and 112 per cent for miscellaneous 
items. The 9 per cent of the senior citi- 
zens made 13 per cent of the total 
private expenditures for personal health 
service.” A resurvey in 1958 fully con- 
firmed the pattern found through the 
earlier study. 

Tax funds spent on personal health 
services for senior citizens were esti- 
mated at $900 millions or 20 per cent of 
the total outlay of $4.4 billions in 1955- 
1956. The combined private and public 
expenditures for personal health service 
to senior citizens amounted to $2.34 
billions or nearly 16 per cent of the total 
of $14.9 billions spent on all types of 
personal health services in 1955-1956. 

To sum up, the marked increase in 
the number and proportion of senior 
citizens has brought to the fore ques- 
tions of long standing and created new 
and pressing problems for all, the old 
people, the hospitals and institutions for 
long-term care, the professional persons 
in private practice, and the community 
agencies engaged in health and welfare 
work. Infrequent employment of older 
persons, low average income of those 
who are fortunate enough not to require 
institutional care, indigence of the 
majority of those living in institutions 
and of a considerable proportion of those 
outside institutions, need for much (and 
often very prolonged) health service, 
and high costs of medical care—these 
factors combine to complicate the task 
to be solved. 
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Voluntary health insurance has been 
helpful to those able to acquire and con- 
tinue membership—at present less than 
40 per cent of all senior citizens. The 
majority face two interlocking prob- 
lems: inability to obtain initial insur- 
ance because of lack of employment, 
inadequate income or restrictions on 
eligibility, and inability to maintain 
even limited insurance because of lack 
of funds or cancellation of their con- 
tracts for reasons of health or age. The 
benefits available to most of the insured 
older persons meet only a small part of 
their special requirements. The result is 
that many of those who need numerous 
services during one episode of illness or 
who are sick for a longer period of 
time exhaust their savings as well as 
their insurance benefits and share the 
fate of so many of the uninsured, 
namely, dependence on public assistance 
or charity. 

What could, and should, be a har- 
monious, triumphal song of life turns 
out to be a cacophony for many senior 
citizens, mainly because of the slowness 
of society in organizing reasonable pro- 
tection against the costs of sickness in 
old age. If old age is to be what Cicero 
called the consummation of life, the 
addition of more years to life must be 
accompanied by addition of more life to 
the years. This means, among many 
other things, social action and individual 
effort directed toward preservation of 
health and functional ability in old age, 
early diagnosis of illness, and prompt 
and thorough treatment with emphasis 
on best possible restoration of function 
or, in case of serious disability, improve- 
ment of function to permit self-care and, 
possibly, purposeful activities, 


Role of the Federal Government 


Proper organization of payment for 
adequate health service to senior citizens 
is of direct national interest. The prob- 
lem exists in every part of the country, 
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is vast, and has important moral as well 
as financial aspects affecting every citi- 
zen. It is too big to be solved without 
constructive participation of the federal 
government. The premise of “national 
interest” has been accepted by Congress 
with the passage, in August, 1958, of a 
law calling for a White House Confer- 
ence on Aging and similar state confer- 
ences prior to the national meeting in 
January, 1961. It is to be hoped that the 
subject of effective and economical 
financing of health services will receive 
due consideration on these occasions. 
Sufficient funds must be raised syste- 
matically for two interdependent pur- 
poses: (1) the construction, equipment, 
and improvement of all types of 
necessary physical facilities, especially 
chronic disease units for active treat- 
ment and institutions for long-term 
care; and (2) the operation of adequate 
programs of personal health service. 
Every effort must be made to make sure 
that physical facilities of high standard 
are available in sufficient number and 
reasonable geographic distribution; that 
the largest possible number of people 
can meet the cost of service in a fair, 
equitable. and practical manner; and 
that the professional persons, hospitals, 
and institutions for long-term care re- 
ceive reasonable payment for services 
rendered. In all probability the average 
per capita cost of quantitatively and 
qualitatively adequate health service for 
senior citizens will exceed a figure based 
on current private and public expendi- 
tures combined, as at present many self- 
supporting senior citizens are reluctant 
to assume obligations for anything but 
emergency service and dependent persons 
quite often do not receive optimum care. 
Deliberations on the role of the fed- 
eral government may end on the narrow 
road to nowhere unless they start from 
a base marked with Abraham Lincoln's 
words: “The legitimate object of gov- 
ernment is to do for a community of 
people whatever they need to have done 
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but cannot do at all, or cannot do so 
well for themselves, in their separate 
and individual capacities.” Delays in 
reaching conclusions, if not deadlocks, 
may well be avoided if a clear distinc- 
tion is made between authority for 
policy making and responsibility for 
direct administration. A_ satisfactory 
program of action can be formulated by 
applying the time-tested principles of 
partnership between federal, state, and 
local governments and of systematic co- 
operation between public agencies and 
private organizations. 

The principle of federal participation 
in capital expenditures is well estab- 
lished. The system of federal grants-in- 
aid has proved its value in many re- 
spects, not the least being the stimula- 
tion of increased efforts of state and 
local governments and of voluntary 
agencies and groups. It has shown the 
potentialities of money as coordinator. 
What remains to be done in the near 
future is mainly the allocation of more 
funds, so that gaps in resources can be 
narrowed as quickly as possible. Eleva- 
tion of the standards of existing physical 
facilities, especially institutions for long- 
term care, can be achieved through 
special grants for high-grade perform- 
ance. 

What role, if any, the federai govern- 
ment should play in the organization of 
payment for the use of resources in per- 
sonnel and physical facilities has long 
been, and continues to be, debated. If 
the widest development of voluntary 
health insurance is the national policy 
to be followed, the task to be accom- 
plished for senior citizens is threefold: 
to increase the enrollment beyond the 
present level of approximately 40 per 
cent, to develop lifetime insurance, and 
to broaden the scope and lengthen the 
period of benefits. 

Extension of voluntary health insur- 
ance to a majority of the senior citizens 
is possible. Degree and pace of increase 
are contingent on the number of insured 
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persons who “grow old under the plan.” 
But many self-employed persons with 
small incomes and many family depen- 
dents are likely to remain uninsured. 
How long senior citizens will be able to 
maintain their insurance depends on de- 
velopment of lifetime insurance under 
both individual and group contracts. 
This implies readiness of all commercial 
insurance carriers to discontinue the 
practice of terminating contracts for 
reasons of health or age and, equally 
important, payment of higher premiums 
by all insured people during the years of 
earning. The introduction of such pro- 
visions in group contracts raises count- 
less questions of personnel policy by 
employers and of labor-management re- 
lations, in addition to those about 
method of financing and regular collec- 
tion of the premiums. 

To consider solely the frequency of 
insurance among senior citizens is to 
disregard the maxim “Thou shalt not 
worship numbers.” What counts most is 
the type, scope, and period of benefits 
covered. Senior citizens, more than 
other age groups, need home care by 
physicians, nurses and other personnel, 
medical and nursing services in the 
institution for long-term care, and drugs 
and appliances—benefits rarely, if at all, 
included in contracts—and they require 
full coverage of hospital care and profes- 
sional services in the hospital for a 
much longer period than is offered by 
most plans at present. 

There is only one way in which the 
federal government could effectively 
contribute to initial and continued en- 
rollment of more senior citizens in 
voluntary insurance plans and to pro- 
visions of broader benefits for longer 
periods of time. By making substantial 
grants-in-aid to the states for subsidiza- 
tion of approved voluntary plans it 
could foster extension both of insurance 
and benefits without the premium rates 
rising to a prohibitive level. This policy, 
repeatedly advocated by Republican as 
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well as Democratic members of Congress 
in recent years, is not under active con- 
sideration and therefore will not be 
discussed. 

If continuation of nonsubsidized vol- 
untary insurance is the official policy, 
considerable expansion of medical care 
through public assistance will be neces- 
sary to help persons who cannot meet 
the full costs of needed health services, 
including those who are not insured and 
those who have exhausted their benefits. 
Conceivably, voluntary health insurance 
would then cover most self-supporting 
people with more than marginal incomes 
and provide selected benefits for acute 
illness and, up to a certain period or 
amount of costs, for prolonged illness in 
general, while public medical care of 
wide scope would be available to those 
persons with low incomes who are not 
insured or no longer eligible for benefits 
and to those who must depend on pub- 
lic aid for income maintenance. Such a 
policy would perpetuate the old evils of 
separation of people by economic status 
and of division of service by stage of 
illness, and it would jeopardize all 
efforts to reduce the need for public. 
assistance to the irreducible minimum. 

The idea of financing health services 
for senior citizens through the mechan- 
ism of OASI has attracted renewed at- 
tention lately and is certain to be 
scrutinized again and again. It has 
clearly definable advantages and poten- 
tial disadvantages. 

As nine out of ten gainfully employed 
persons are already covered and the 
contributions toward the cost of the 
present benefits are regularly collected 
by OASI, most of the future senior citi- 
zens and their survivors could easily 
acquire paid-up insurance for health 
service as well as for income mainte- 
nance. They would qualify for health 
services through regular prepayments 
during the working years and be eligible 
for them regardless of place of resi- 
dence. To future senior citizens this 
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would mean protection through organ- 
ized self-help. To physicians in private 
practice and the voluntary hospitals and 
institutions for long-term care the ad- 
vantage would lie in the certainty of 
payment for services rendered to senior 
citizens, with decrease in the amount 
of free service and less time and money 
spent on collection of charges. There 
would be a marked reduction in the 
expenditure of general tax funds for the 
medical care of senior citizens and the 
maintenance of families impoverished 
because of the illness of an elderly 
member. 

Inclusion of health benefits in OASI 
would be of limited value if the pattern 
of benefits set by most of the voluntary 
plans were followed by giving priority 
to hospital care and surgical service, 
and it would be open to serious ques- 
tion if the emphasis were placed on 
payment of medical bills rather than 


on maintenace of high standards of 
service. These dangers can be avoided, 
though. If the choice is between “letting 
the voluntary plans do it” and extending 
OASI, a strong case can be made for 
financing health services for senior citi- 
zens through the mechanism of OASI. 
No matter how payment for medical 
care is organized, the use made of the 
funds is of paramount importance. This 
matter must be an integral part of a 
policy distinguished by consciousness, 
deliberateness, and precision. 
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il. PUBLIC WELFARE VIEWPOINT 


Mary S. Weaver 


oo MORE than 20 years after the 
passage of the Social Security Act, 
which gave impetus to assistance for the 
needy aged on a nation-wide basis, the 
field of public welfare can properly take 
great pride in the achievements of that 
program. This is not to say that all that 
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can and should be accomplished has 
been done. All eligible aged Americans 
are not yet able to secure a level of liv- 
ing compatible with decency and health. 
Some states are far behind because of 
inadequate fiscal ability and some be- 
cause of insufficient fiscal effort. But 
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today all states provide some help to 
the needy aged. 

In the administration of assistance it 
has always been recognized that the cost 
of medical care is a factor affecting 
need, and as such, should be considered 
in determining the amount of the assist- 
ance payment; but there have been 
many vicissitudes attending the provi- 
sion of medical care for the aged as a 
part of the assistance program. There 
have been shifts in the method of pay- 
ment related to federal legislative pro- 
visions governing financial participation. 
In the early days only those costs of 
medical care included in the payment to 
the individual were subject to federal 
matching. The right to a money pay- 
ment not subject to direction as to its 
use was an important principle estab- 
lished during that period so as to assure 
recipients of assistance that they were 
not to be set apart from their neigh- 
bors, so far as the management of their 
own affairs was concerned, merely be- 
cause they received assistance, 

In 1950 the federal act was revised 
to permit direct payments to suppliers 
of medical care to meet the criticism 
that the money payment method limited 
the effectiveness of the public assistance 
programs in assisting needy individuals 
to meet their medical needs. There was 
no change in the federal matching for- 
mula and no additional money for the 
states. In 1956 there became effective 
an amendment to the Social Security 
Act which provided for 50 per cent sepa- 
rate matching on the costs of medical 
care up to the total of $6 times the 
number of adult recipients. 

The 1958 amendments give the states 
more help in meeting the costs of medi- 
cal care for the needy aged. This legis- 
lation permits matching on the average 
of the total money payments and vendor 
medical payments, with a weighting in 
the matching formula that is related to 
state per capita income. This latter 
changes the percentage to the state for 
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medical care from 50 per cent in each 
state to from 50 per cent to 65 per cent, 
depending on the variation in state per 
capita income. This amendment also has 
administrative advantages in that it per- 
mits a state to decide the method of 
payment for medical care without being 
influenced by consideration of federal 
financial participation. It also enables 
the states to meet more adequately the 
unusual needs of individuals. 

Legislative proposals have been made 
that would include hospitalization and 
nursing home care as a part of OASI 
benefits. This could affect the role of 
the welfare agency in fimancing these 
types of care for about 3.5 per cent of 
the total aged population who in 1956 
were receiving both OASI and public 
assistance payments. There is no doubt 
that there would be a reduction in assist- 
ance costs for these types of care be- 
cause there would be fewer aged 
beneficiaries who would require public 
assistance in order to pay hospital or 
nursing home charges. Important fac- 
tors affecting the reduction would be the 
amount of care OASI beneficiaries 
could receive as benefits and whether 
care for chronic or long-term illness is 
included in the definition of hospital and 
nursing home care. However, these per- 
sons would still be dependent on public 
assistance for medical care outside of 
institutions. 

The potentials of voluntary insurance 
plans as a way of meeting the costs of 
medical care for aged persons are still 
being explored. At present, a miniscule 
number of recipients of old-age assist- 
ance are known to have such insurance 
as a resource. Granted that progress has 
been made toward enabling older per- 
sons to secure or retain health insurance, 
but the expansion in coverage is not 
sufficiently widespread to be within the 
grasp of the aged wherever they may 
live. The policies which include clauses 
excluding preexisting illnesses, those 
which continue limitations on benefits, 
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and those which can be canceled in the 
event of expensive or continuing illness 
will not provide adequate protection for 
the aged even if needy persons could 
have the premiums paid by assistance 
agencies, 

A few state welfare agencies have 
negotiated arrangements for prepaid 
medical care for the old-age assistance 
caseload, but these arrangements at pres- 
ent can hardly be said to be insurance 
or voluntary. They do, however, demon- 
strate the interest in experimentation 
and assure a given content of care for 
eligible people by setting aside ear- 
marked funds to pay for the care. 
Analysis of the experience will be help- 
ful in the needed evaluation of the sys- 
tems of financing medical care for the 
needy aged, 

Because some states enable recipients 
to meet some of the costs of medical 
care by including an amount in the 
assistance payment out of which the 
recipient himself pays for his care, the 
total amount of assistance money which 
goes for medical care cannot be accu- 
rately determined. In the calendar year 
ending December 31, 1957, for a case- 
load of 2,487,483 aged recipients, a total 
of $164,566,000 was paid directly to 
suppliers of medical service. Of this 
amount, the federal government shared 
with the states $158,799,000. The re- 
maining $5,767,000 was all state or state 
and local money. More than half of the 
funds went for hospitalization. Nursing 
and convalescent home costs were next 
highest. Drugs and supplies, care by 
practitioners, and other medical care 
services was the order of expenditures 
for the remaining amount. 

Without knowing how much less the 
reported figure is than the actual total, 
substantial amounts of money are now 
being spent to provide medical care to 
needy aged persons. Considering the 
present legislative level of federal finan- 
cial help and assuming that states spend 
at the same rate as they did in the past 
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year, many agencies will be in a more 
favorable position to pay for medical 
care. What can and should be done to 
assure the maximum effective use of 
available money? Two major areas of 
needed improvement could be developed 
at length, but only certain conspicuous 
parts will be outlined here. They are 
(1) better programing within assistance 
agencies, and (2) better community 
planning. 

Proper program planning and admin- 
istration cannot be achieved without the 
leadership of professional personnel 
with a knowledge of and interest in good 
medical care for the aged. Most assist- 
ance administrators would attest to the 
difficulty of securing the services of 
professional personnel, such as phy- 
sicians with or without public health 
training, medical care administrators, or 
medical social workers. The shortage of 
such personnel is a real factor, but there 
is also evidence of attitudes that just as 
public assistance has been considered 
“low man on the totem pole” by some 
in the social work field, medical care in 
programs which must use a means test 
and cannot confine its services to those 
“likely to show spectacular results” is 
not the most inviting or status-giving 
field in which to use one’s medical tal- 
ents. I would recommend careful study 
of a recent publication by the American 
Public Welfare Association entitled “The 
Physician in the Public Welfare 
Agency” not only because the associa- 
tion thought it timely and necessary to 
produce the document, but also for its 
implications for education and action in 
medicine, including public health. Op- 
portunities for improving the quality of 
medical care, research, community plan- 
ning and organization, fostering con- 
structive communication and meaning- 
ful relationships between the public 
agency and the medical profession are 
offered the physician who joins the wel- 
fare agency staff. Many welfare agen- 


cies have had to proceed with the job of 
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paying for medical care for the needy 
aged without benefit of professional ad- 
vice. They have not all had expert 
guidance in the identification of medical 
needs; defining the content of the medi- 
cal program; setting standards and fees 
for care; developing procedures which 
will give the agency some knowledge of 
the quality, as well as the quantity of 
care provided; training the staff to 
carry its responsibility for educating 
recipients in the knowledge and use of 
medical services and for being aware of 
the welfare worker's role as part of the 
team approach in modern medicine; and 
helping the various suppliers of care 
understand and appreciate the agency’s 
purpose, functions, and procedures. 

Sound programing is dynamic and 
requires periodic review and evaluation 
in the light of the current situation and 
in anticipation of the future. It is most 
unlikely that there is a welfare agency 
in the country which is not concerned 
about how it could modify some or all 
of its old concepts and patterns of ad- 
ministration. Welfare agencies need the 
help of competent medical personnel 
with a philosophy of comprehensive 
medicine to share leadership in the de- 
velopment of programs which have the 
“forward look.” 

Dr. James P. Dixon, in his article on 
“Developmental Problems of Official 
Services in Keeping ‘In Tune with the 
Times,’ ” said, “Over the next few years, 
the demands that will be placed upon 
community public health programs, both 
the official and voluntary, will be modi- 
fied by changing population pressures, 
changing social demands, changing en- 
vironmental factors, and new knowledge 
and techniques in the application of the 
health sciences to human _ welfare.” 
These conditions now exist in welfare 
agencies paying for medical care for 
the needy aged. How are we looking at 
them in terms of program development 
and operation? All tax-supported agen- 
cies have a responsibility to get the most 
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for the tax dollar as well as to meet the 
needs of the people they serve. Are 
we achieving these objectives? How 
does the agency assure itself and the 
community that this is so? Is the 
amount of expenditure by type of medi- 
cal care a true index of meeting the 
needs of most of the people? For ex- 
ample, we know the needy aged as a 
group in the population, most of whom 
live at home, are likely to have chronic 
illnesses. To what degree are agencies 
financing a full range of coordinated 
services in the home? What is the re- 
lationship of having such services avail- 
able to the more efficient use of hospitals 
and nursing homes? Raising these ques- 
tions is not to suggest that any one 
service is an appropriate substitute 
for another, but rather to indicate some 
content of an appraisal of present oper- 
ations as a basis for program develop- 
ment. Nor is it to be implied that the 
cost of care would necessarily be 
reduced. Review and analysis of 
these program aspects — constructive 


self-criticism—should provide objective 
leads as to the best use of available 
funds. 

Now more than ever with the multi- 
plicity of groups, agencies, and organi- 


and private, 
sound 


zations, both public 
concerned with medical care, 
community planning is crucial. When 
we consider the number of aged people 
and the attendant increase in their need 
for medical services essential to preven- 
tion of disability, early diagnosis, treat- 
ment, and rehabilitation, it is clear that 
we have a complex of problems requir- 
ing the combined efforts of all if solu- 
tions are to be found. A wide variety 
of facilities must be available. Services 
and facilities must be coordinated. This 
in itself is a large order, not only be- 
cause medical care functions are divided 
among a number of official agencies, 
some of which do not have medical care 
as their primary concern, but also be- 
cause of the number of voluntary agen- 
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cies concerned with a particular disease. 
The categorical grants-in-aid to states 
afford some financial help but do not 
perforce simplify the problem. 

There needs to be careful exploration 
of what the community has in the way 
of a total health program for all of the 
people. How can these facilities and 
services be organized and utilized in 
order to give the proper attention to the 
particular medical care needs of the 
aged? Can complementary program re- 
lationships be more clearly defined so 
that we avoid the booby trap of equat- 
ing the need for specialized services with 
the need for new machinery calling for 
separate financing that not infrequently 
smacks of the “rob Peter to pay Paul” 
variety? Certainly there are gaps in the 
kind, quality, and quantity of essential 
services in many places. We need to de- 
termine whether they are all real or 
whether some exist because we are re- 
luctant to take an unbiased look and 
make some new departures. 

The Social Security Act recognizes 
that state welfare programs will be de- 
veloped in accordance with the condi- 
tions in each state. There is a require- 
ment that the programs be in effect in 
all political subdivisions and that the 
content of medical care established by 
the state be available to all eligible per- 
sons. This does not mean that the same 
method must be used to enable recipi- 
ents to secure the prescribed content of 
care. These administrative conditions 
invite experimentation and innovation. 
Federal sharing in the costs has never 
been at as high a rate. The time is ripe 
to get going. 

Further developments in public assis- 
tance financing of medical care for the 
needy aged depend in some measure on 
our philosophy of government—the re- 
lationships between the federal govern- 
ment and the states, the localities, and 
the individual. Old-age assistance is a 
grant-in-aid program. Federal contribu- 
tions are made to underpin the pro- 
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grams. They are not intended to meet 
the full cost or put a ceiling on what the 
state wishes to expend. The state retains 
its right to establish the scope and 
content of its program. The state is 
responsible for developing and adminis- 
tering its plan. as well as securing and 
appropriating funds to provide the kind 
and level of medical care the state wants 
its needy aged to have. 

Progressive increases in federal finan- 
cial participation in the costs of medical 
care for the needy aged are reflected in 
the amendments to the assistance titles 
of the Social Security Act. This has 
been in response to the growth in the 
need for care and recognition that the 
desire on the part of a state to provide 
necessary services does not necessarily 
mean that the state can finance them. 
Optimum health for the aged is in the 
national interest. The federal govern- 
ment should share the costs in a way 
and in an amount that would encourage 
states to develop adequate programs. 
A step has been made in the direction 
of financial participation in relation to 
fiscal ability as refiected by per capita 
income. This should stimulate some 
national minimum level of program de- 
velopment with some equity in the 
amount of state fiscal effort required to 
finance that program. 

The current impact of OASI on financ- 
ing medical care for the aged is slight. 
It is true that the percentage of the 
aged dependent on public assistance is 
lower, but the number of people still 
being helped is not appreciably de- 
creased, OASI benefits have been raised, 
but a large number of persons get mini- 
mum payments. Single retired persons 
and widows are less favorably situated 
than married couples. When the need 
for medical care arises, many of these 
people turn to public assistance for 
supplementation of the primary benefit. 
If the risks covered by OASI were to 
include hospital and nursing home 
care, the assistance program could 
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divert some of the funds now being 
spent for these high-cost types of care 
to improve existing medical care plans. 

Even more important, many OASI 
beneficiaries would not need to go 
through the process—never pleasant— 
of applying for public assistance at a 
time when they and their families are 
already seriously disturbed by major 
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illness and the financial burdens result- 
ing from such illness. 
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lll. VIEWPOINT OF ORGANIZED MEDICINE 


Henry A. Holle, M.D., F.A.P.H.A. 


|" is NoT possible in a 15-minute dis- 
cussion to present adequately the offi- 
cial viewpoint of organized medicine on 
a subject as complex as financing medi- 
cal care for the aged. As a member of 
the Committee on Aging of the American 
Medical Association, | prefer to discuss 
a few points which our committee be- 
lieves are basic to any discussion of 
health problems of the aging, including 
the financing of medical care. 

You have all heard the simple story 
of the bowl of food, the bottle of water, 
and the blanket left with the ancient 
brave under a tree in the forest. This 
was accepted practice for old-age relief 
under the hunting and fishing culture of 
the American Indian. 

Our culture is vastly different from 
the hunting and fishing tribes in that 
our society is not as dependent on physi- 
cal stamina and agility as theirs. There 
are a good many people in our society 
whom the Indians would have left be- 
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hind. And these people are today mak- 
ing a real contribution to society. 

Our committee feels strongly that the 
older persons in our society should not 
be set apart as a special group—that 
they should not be isolated from the 
rest of the population. Despite the ten- 
dency for certain health problems to 
occur more frequently as age increases, 
the needs at all ages are basically the 
same. If we are to regard ourselves as 
truly civilized, we cannot isolate the 
aged. This is true whether we are con- 
sidering social status, employment, or 
the financing of medical care. It follows, 
therefore, that the right to choose one’s 
own physician, to choose one’s method 
of budgeting and paying for medical 
care and related services should be the 
heritage of every American regardless 
of age. 

In our rapidly aging population the 
quality of health is higher than ever 
before. Better preventive services, better 
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standards of living, and better medical 
care bring us to the “three score and 
ten” with a far greater potential for 
living, working, and playing than ever 
before. What I am saying then is that 
the American who today has lived many 
years is an entirely different creature 
from the American of 1492. His pro- 
ductive abilities, his capacities for en- 
joyment and, yes, his very numbers 
demand that he be fully utilized. 

Yet, despite all our refinements and 
despite our oft expressed concern for 
the older person, the naked truth is that 
our society still sets him apart. We do 
not do it as simply and as incisively as 
did the American Indian, but we do it 
nonetheless. 

This isolation of the senior citizen is 
apparent— and most costly—in the eco- 
nomic field. It begins with the re- 
employment difficulties of the man of 45, 
or more. It is most clearly reflected in 
unrealistic and arbitrary retirement 


policies. The too commonly accepted 
idea of retirement by the calendar is but 


one of the devices we use for relegating 
the older person to a social and eco- 
nomic position he neither wants nor de- 
serves. 

Despite the fact that repeated studies 
show that the average older American 
wants to keep on working when he 
reaches the arbitrary retirement age; 
despite the fact that studies show him 
to be a good, efficient worker, often bet- 
ter than his younger colleagues from the 
standpoint of production and absentee- 
ism; despite the fact that over half of 
America’s men between the ages of 65 
and 70 and 40 per cent of those between 
70 and 75 are working, we still cling 
to chronological retirement. Obviously, 
this situation bears a direct relationship 
to the financing of medical care in the 
older age group. 

Those of us who are engaged in pub- 
lic health work need not be reminded 
of the primary importance of preven- 
tion. We need not be told that the best 


way to meet a need is to meet it before 
it can become a problem. Many of the 
health problems of the elderly person 
spring directly for his rejection—rejec- 
tion by employers, by the community, 
by the family. What is senility? How 
often is it a cause? How often is it a 
result? 

The human machine needs activity or 
it will degenerate or atrophy from idle- 
ness or disuse. Both body and mind 
need exercise. Any person, young or 
old, who is told that he is not needed 
tends to withdraw into himself. Our 
Committee on Aging is convinced that 
too often the reduction in the older per- 
son’s ability to produce, to contribute, to 
enjoy life is a simple result of society's 
saying, “You are not wanted—you be- 
long on the shelf.” 

To us it is not surprising in such a 
person to observe a higher incidence of 
chronic illness, the longer hospital stay, 
the longing for personal attention. This 
cannot but increase the need for medical 
care and the problems of financing such 
care. Man does not do well in an at- 
mosphere of rejection—physically, men- 
tally, or productively. Man was created 
to be useful until his last day. In the 
absence of severe organic disease, the 
mind of man far outstrips his body in 
the length of time it can serve him. 

The higher incidence of illness in the 
elderly has made insurance companies 
hesitant in extending coverage to older 
persons. Evidence has been presented 
at this symposium indicating that this 
situation is improving rapidly. Many 
old persons now in institutions like the 
attention they get there. If they have 
no other place to go, if they have no 
opportunity to satisfy themselves by con- 
tributing, through work, to the society 
of which they formerly were a part, is it 
any wonder that they should be reluctant 
to leave what they have found in illness? 
Certainly, this must be considered a part 
of the problem, including its financial 
aspects. We believe, therefore, that the 
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medical care problems of the aged, in- 
cluding financing, can be reduced if the 
older person is given a chance to live a 
full life. 

The development of financing methods 
should aim at reducing the barriers be- 
tween the older citizen and the rest of 
society. Certainly, financing methods 
should not raise new barriers. Our com- 
mittee believes that voluntary health in- 
surance mechanisms can and should be 
used as a foundation for financing medi- 
cal and hospital costs for people of all 
ages, including the senior citizen. 

We believe that the Blue Cross and 
Blue Shield plans, without exception, 
should permit the older person to con- 
tinue his coverage. We believe that the 
insurance industry should expand its ex- 
periments in extending coverage to em- 
brace all ages, and we are confident that 
it will be done. 

Recently, representatives of the Ameri- 
can Medical Association participated in 
conferences with representatives of the 
insurance industry, Blue Cross, and Blue 


Shield to explore ways in which each 
could speed efforts to extend more ade- 
quate coverage for the elderly. Efforts 
in this direction by Blue Shield and Blue 


Cross in their extension of community 


enrollment and individual enrollment 
programs are worthy of commendation. 

One example of this was the action by 
the St. Louis (Mo.) Blue Cross and Blue 
Shield plans. As a package of medical 
and hospital insurance, they opened di- 
rect individual enrollments regardless of 
age. One of the accepted applicants was 
a woman of 97. 

Medicine is especially pleased with the 
willingness of Blue Shield plans to per- 
mit persons of advanced years to pro- 
cure or continue medical and surgical 
prepayment coverage. The insurance in- 
dustry has also done an _ increasing 
amount of research and experimentation 
in extending coverage to older persons. 

In Chicago at the American Medical 
Association Planning Conference for 
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Medical Society Action in the Field of 
Aging, the following recommendations 
were presented to state health commis- 
sioners and medical society representa- 
tives from a total of 46 states: 

The committee feels that it is neces- 
sary for prepayment and insurance con- 
tracts to: 

1. Make more realistic or eliminate age re- 
strictions. 

2. Continue protection for those leaving in- 
sured groups and for surviving spouses and 
children. 

3. Place coverage on a permanent rather 
than a term basis. 

4. Eliminate cancellations based on age. 

5. Provide for prefunding protection in pro- 
viding paid-up policies which give protection 
in retirement years from premiums paid dur- 
ing working years. 


We feel that medicine at the grass 
roots will do its part to bring these im- 
provements to voluntary health insur- 
ance plans. We hope for equally vigor- 
ous support by others, especially employ- 
ers, insurance agencies, and the people 
themselves, 

The AMA Committee on Aging is 
fully sensitive to the many and complex 
problems which are encountered in de- 
veloping any type of prepayment plan 
for the older person. All people, re- 
gardless of age, should have the right 
to choose their own method of paying 
for medical and related services. This 
means that voluntary health insurance 
must be extended in such a way that all 
those able to pay may have it available 
to them. For those unable to pay, other 
solutions must be employed. 

The American Medical Association be- 
lieves it is the responsibility of society 
to provide medical care, as well as other 
necessities, to those persons who are un- 
able to provide it for themselves. We 
are convinced that if these medical pro- 
grams are to be best for patient and 
public alike, they should be administered 
through departments of health at that 
level closest to the people. 

Since the people requiring such assis- 
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tance in any age group are a small por- 
tion of the total, the AMA has vigorously 
opposed the destruction of the basic pat- 
tern of financing medical care which 
now well serves the whole. Such de- 
ficiencies in indigent care programs 
should be corrected directly. 

We believe that it is time for us to 
talk more about a dynamic program for 
keeping elderly people well and produc- 
tive through proper health maintenance 
and proper living. We need to place 
greater emphasis, not on more beds for 
sick people and increasing millions of 
inactive helpless aged people, but rather 
on ways to keep ourselves fit as active 
members of society in spite of handicaps. 


We need to extricate ourselves from a 
growing anxiety that the future holds 
for us the dismal prospect that the so- 
called “productive group” will be called 
upon to shoulder an ever-increasing bur- 
den of providing for millions of our 
elders. Our committee has resolved to 
provide medical leadership to a more 
dynamic program which will result in 
fewer patients and more well and happy 
people whose increased years of living 
have brought maturity and wisdom 
through living. experience—not degen- 
eration and helplessness through rejec- 
tion. Members of such a society will be 
in a position to purchase a major portion 
of their essential medical care needs. 


Dr. Holle is commissioner, State Department of Health, Austin, Tex. 
This paper was presented before the Medical Care Section of the American 
Public Health Association at the Eighty-Sixth Annual Meeting in St. Louis, Mo., 


October 29, 1958. 


IV. THE HOSPITAL'S VIEWPOINT 


James P. Dixon, M.D., F.A.P.H.A. 


HEN IT COMES to matters pertain- 

ing to the hospital care for older 
people, the average voluntary general 
hospital finds itself playing a Janus-like 
role. With one face it views the tradi- 
tions of our voluntary hospitals, which 
still demand that a hospital care for all 
people regardless of race, creed, or 
color, economic status, or age. With an- 
other face it surveys the continued in- 
creased costs of hospital operation and 
continuing pressures that reduce the 
opportunity of charging the losses in- 
curred by one group of patients against 
the revenues produced by other groups. 
Hospitals are in the position of having 
to think twice before extending their 
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services openhandedly to the aged or 
any other economically disadvantaged 
group in the community. 

How have hospitals in the country 
attempted to resolve this dilemma? Of 
course, we do not have a voluntary hos- 
pital system in this country, but the 
majority of voluntary general hospitals 
are members of the American Hospital 
Association. This association has had the 
problem of financing health needs of 
older people under consideration for 
several years. In August, 1958, the 
House of Delegates of the association 
adopted the following statement of pol- 
icy with respect to meeting the hospital 
needs of the retired aged: 
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1. The American Hospital Association is 
convinced that retired aged persons face a 
pressing problem in financing their hospital 
care. 

2. It believes that federal legislation will be 
necessary to solve the problem satisfactorily. 
It has, however, serious misgivings with re- 
spect to the use of compulsory health insur- 
ance for financing hospital care even for the 
retired aged. 

3. It believes that all possible solutions must 
be vigorously explored, including methods by 
which the dangers inherent in the Social 
Security approach can be avoided. 

4. It believes that every realistic effort 
should be made to meet the hospital needs 
of the retired aged promptly through mech- 
anisms utilizing existing systems of voluntary 
prepayment. It is conceivable, however, that 
the use of Social Security to provide the 
mechanism to assist in the solution of prob- 
lems of financing these needs may be neces- 
sary ultimately. 

5. It believes that any legislation developed 
to provide for government participation to 
meet the hospital needs of the retired aged 
should be so devised as to strengthen the 
voluntary prepayment systems, and should 
conform to the following principles: 


a. Legislation designed to provide for the 
hospital needs of the retired aged should 


provide essential hospital services and 
should exclude custodial care provided for 
nonmedical reasons. 

b. Government participation should be re- 
stricted to persons over 65 who are not 
regularly and substantially employed. The 
voluntary prepayment system provides a 
satisfactory mechanism for the coverage of 
other persons, regardless of age. 

c. Any program in which the federal 
government participates to meet the hospital 
needs of the nonindigent aged should em- 
phasize individual responsibility and make 
the application of a means test unneces- 
sary for obtaining benefits. 

d. Such a program should be based on 
service benefit principle and should provide 
benefits sufficiently comprehensive to re- 
move the major economic barriers to hos- 
pital care for the retired aged. 

e. Such a program should make benefits 
available through nonprofit prepayment 
plans. 

f. Hospitals should be paid fully for the 
cost of care rendered. 

g. Such a program should not provide 
services in facilities operated by the federal 
government. 

h. Such a program should provide reason- 
able criteria to determine the eligibility of 
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hospitals to participate, but the federal 
government should be precluded from inter- 
fering in the administration and operation 
of hospitals providing the services. 

i. Such a program should maintain the 
free choice of doctor and hospital by the 
recipient. 

j. Such a program should permit and en- 
courage continuous adaptation to new 
knowledge in the provision of services. 


It should, of course, be noted that this 
is merely the policy of the national hos- 
pital organization and that one will un- 
doubtedly find wide variation from this 
policy in individual hospitals. 

In drafting this policy it appears evi- 
dent that hospitals accept without ques- 
tion the social obligation that hospital 
care shall be available to older persons 
without financial restrictions. Such a 
generous idea probably reflects the fact 
that we have a high enough standard 
of living for hospitals to believe that the 
cost of this care can be met from some 
source. It is important to observe, how- 
ever, that the hospital field considers 
federal legislation necessary to solve this 
problem. In this respect hospitals are 
rather close to the present position of 
organized labor, although they do not 
generally endorse national health insur- 
ance. On the other hand, the latter 
position is diametrically opposed to that 
of the organized medical profession. If 
historical developments in other coun- 
tries have any meaning in our present 
situation, it seems likely that the posi- 
tion of the hospitals will prove to be 
correct. 

It may be worth while to develop 
some of the reasons why hospitals feel 
the need of federal participation in hos- 
pital services for older persons. During 
the last few decades hospitals have been 
a creative, as well as a sponsoring, force 
in the development of voluntary health 
insurance, Two trends need to be con- 
sidered here. First, there is a general 
trend already referred to—one which 
Pratt has called “The High Cost of 
Hospital Care Is Going Higher.”’ This 
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is the trend reflected in the figures 
which he presented for New York City. 
They show an increased cost of about 1 
per cent per month in hospital care for 
the 12-year period prior to 1958 and 
lead him to predict that these unit costs 
will continue to increase in the vicinity 
of 5-10 per cent per year for many years 
to come. The effect of such increasing 
cost is to reduce the capacity of the 
hospital to expand its activities in the 
field of free and part-pay care. Appar- 
ently, hospital experience is such that 
much of the care for older persons must 
be so defined. 

The second important factor is to be 
found in the development of so-called 
voluntary health insurance. The hospital 
field has tended to endorse the general 
principle of voluntary health insurance 
and, at the same time, has tried to over- 
look the fact that the two voluntary in- 
surance approaches presently available, 
namely, Blue Cross and commercial in- 
surance are, as Basil MacLean has re- 
cently put it, “. . . diametrically opposed 
in principle. They also produce over a 
period of time completely different pat- 
terns for financing community hospital 
services.” The fundamental difference 
between these approaches is that Blue 
Cross plans take the position that they 
have a responsibility for the development 
of a community-wide system for financ- 
ing hospital care. With respect to the 
aged, this means that it is the intention 
of Blue Cross to continue coverage of the 
aged even though this group uses a dis- 
proportionate amount of hospital serv- 
ice. Stated in other terms: Blue Cross in 
its financial concept is an effort to de- 
velop voluntary hospital insurance which 
will meet the demand of hospital costs 
regardless of the employment, health 
status, or age of the individual. 

Commercial insurance, on the other 
hand, makes no pretense at providing 
a community-wide system. Instead, 
throughout the country, the industry 
competes within itself and with Blue 
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Cross for the public’s hospital dollar by 
the writing of insurance on a specific 
group rather than on a community 
basis. This kind of competition with 
Blue Cross is already giving rise to 
public confusion and is related to recent 
public reaction directed at keeping the 
Blue Cross rates down. It seems abun- 
dantly clear that, if the community rat- 
ing system of Blue Cross is to survive in 
a period of increasing hospital costs, 
continued increases of Blue Cross rates 
will be necessary. 

The growth of Blue Cross plans has 
been phenomenal. However, there is 
evidence that the growth of commercial 
insurance will be such that within the 
next decade the commercial plans will 
be underwriting more hospital care than 
Blue Cross. 

Because of the tendency of these plans 
to disregard the problems of older 
people, and because of a belief that Blue 
Cross will be unable indefinitely to meet 
the competition of group rating, hos- 
pitals are forced to consider some alter- 
native method of financing hospital care 
for older persons. The tendency is to 
turn to a source of deficit financing— 
namely, government. The experience of 
the hospital field in dealing with local 
and state governments to obtain suffi- 
cient funds to underwrite the care of 
economically disadvantaged groups has 
not been an entirely happy one even for 
the care of clearly indigent persons. It 
seems necessary to turn to the federal 
government in order to find a broad 
enough base of tax support and a sufhi- 
ciently generalized definition of eligibil- 
ity to be successful in meeting the needs 
of our highly mobile older population. 

In the hospital field, therefore, there 
is a growing belief that government 
participation is necessary if older people 
are to enjoy the same benefits of hos- 
pital services that are available to our 
wage-earning population. Of paramount 
concern to hospitals is the decision as to 
how federal participation in this matter 
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shall be undertaken. There are a num- 
ber of alternatives. These might range 
from the direct governmental operation 
of hospitals to plans for reinsurance, 
such as have been proposed for the past 
few years. Because of their deep vested 
interest in the Blue Cross mechanism, 
hospitals are naturally anxious to seek a 
solution that will not destroy the Blue 
Cross system. 

One approach to the problem, which 
has been extensively considered in the 
State of New York, involves in effect 
the imposition of statutory restrictions 
upon commercial insurance underwriters 
which have the effect of reducing their 
economic competition with Blue Cross. 
Such legislation could apparently only 
be enacted on a state level, and it seems 
politically improbable as a_ universal 
method of dealing with the problem. The 
possibility of using a public assistance 
mechanism as a device for channeling 
funds toward the hospital care of older 
people also has its advocates. The gen- 
eral feeling in the hospital field at the 
moment seems to be against this ap- 
proach on the ground that it should not 
be necessary for an older person to 
show poverty to receive needed hospital 
care. Indeed, this principle of “no 
means” test is contained in the policies 
of the American Hospital Association. 

One widely discussed method of 
federal participation is the inclusion 
of hospital benefits in the OASI pro- 
gram. Such a solution has many at- 
tractive aspects that would permit the 
financing of hospital benefits by contri- 
butions both of employers and of indi- 
viduals who would benefit after their 
retirement, and such a contributory plan 
would tend to emphasize individual re- 
sponsibility. It would be expected to 
provide a broader coverage than any 
existing voluntary plan and _ would 


spread contributions over a man’s work- 
ing lifetime without breaks in coverage 
due to change of residence or change of 
It would avoid discour- 


employment. 
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aging the ernployment of older workers; 
it would avoid including in the cost of 
voluntary health insurance for the 
younger population the additional cost 
of covering the aged at community 
rates; and it would provide for a system 
of financing relatively independent from 
general revenues of government. 

There are, on the other hand, disad- 
vantages to the use of the OASI mech- 
anism. Persons who are strongly op- 
posed to national health insurance would 
regard the inclusion of hospital benefits 
for older persons in OASI as an irreversi- 
ble step toward national health insur- 
ance for larger population groups. 
Another problem which is often men- 
tioned is one that is probably more or 
less inherent in all programs of govern- 
ment participation in hospital care, This 
is the risk of governmental interference 
in the operation of hospitals. Of great- 
est concern here is the possibility that 
such a program would be so large that 
the norms of operation, which have to 
be established to keep it orderly, would 
militate against the maintenance of 
flexibility in individual operations con- 
sidered necessary for the development of 
technics aimed at the improvement of 
hospital care. 

It is often said that the inclusion of 
this benefit in OASI would lead to seri- 
ous overutilization of hospitals for older 
persons. This is probably not an argu- 
ment applicable merely to government 
participation in prepayment arrange- 
ments. It appears to be true that all 
systems of prepayment of hospital cost, 
whether sponsored by government or 
voluntary agencies, tend to increase the 
use of hospitals. I do not like the term 
“overutilization.” I feel that as a nation 
we can afford to utilize hospitals for 
such medical or social purposes as are 
necessary if we choose to do so. 

Hospitals have not yet taken a very 
realistic position on the inclusion of 
provisions for medical care services in 
any scheme to improve the availability 
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and financing of hospital services to 
older people. As a practical matter it 
seems to me impossible to plan for hos- 
pital services, particularly under some 
system in which the quantity of services 
might be increased without making 
some provision also for an equal guar- 
antee of the payment of the medical care 
costs. I doubt that hospitals have 
avoided this issue because they believe 
that the medical services for older people 
will in the end be provided by the hos- 
pital. I think rather that the situation is 
merely symptomatic of a hesitancy on 
the part of hospitals to become involved 
in the economics of medical practices. 

And, finally, it needs to be said that it 
is doubtful if any program for the assur- 
ance of hospital services for older people 
can be ultimately successful without tak- 
ing into consideration the fact that care 
in nursing homes and similar type insti- 
tutions must at the same time be equally 
available to the older person. Thus, 
hospitals might be protected against 
what they regard as an undesirable ac- 
cumulation of custodial patients. 

In summary, then, there is a growing 
feeling among hospital people that 


neither Blue Cross nor commercial in- 
surance now meets, or can meet, the 
financial needs of older people with re- 
spect to hospital care. There is an 
increasing conviction that federal par- 
ticipation will be necessary. There is 
lack of agreement as to the form that 
federal participation should take, al- 
though there is a tendency at this time 
to favor an OASI mechanism. This lack 
of agreement is largely a result of the 
feeling of hospitals about national health 
insurance and about participation of 
government generally in hospital affairs. 
In considering the problem of hospital 
care for older people hospitals have 
tended to ignore two associated prob- 
lems of equal or greater significance— 
the methods by which older people will 
receive medical services and the provi- 
sions for the care of older people who 
are in health institutions other than 
hospitals. 
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V. A VOLUNTARY HEALTH INSURANCE VIEWPOINT 


J. F. Follmann, Jr., F.A.P.H.A. 


a THAN 20 years ago voluntary health 
insurance was relatively unknown to 
Today 123,000,000 
people have some form of health insur- 


most Americans, 
ance. Last year voluntary health insur- 


ers paid in benefits to the American pub- 
lic $4,200,000,000. 


This insurance is written in many 
forms and by various types of insurers. 
These include insurance companies, serv- 
ice plans like Blue Cross and Blue 
Shield, group medical practice plans op- 
erating on a prepayment basis, plans 
that are self-administered by employers 
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or labor unions, community plans, fra- 
ternal societies, and rural and consumer 
health cooperatives. Coverage is pro- 
vided on an individual, family, associa- 
tion, and group basis. Each type of 
insurer has its distinctive approach, pro- 
viding the buyer of insurance the oppor- 
tunity to choose the kind of plan best 
suited to his needs and ability to pay. 

While the resulting heterogeneity can 
at times appear confusing and can pre- 
sent impediments to a ready, simplified 
understanding of the subject, it is nec- 
essary to recognize that many of the 
aspects of voluntary health insurance 
must still be looked upon as experimental 
and that this form of protection remains 
in a state of evolution. Because of this, 
monopoly has no place, nor should it 
have a place, in an area of such vital 
public and personal concern as modern 
medical care. Monopoly, whether public 
or private, tends to become irresponsive 
to changing needs and demands, to be- 
come complacent, to form a fixed pat- 
tern, and to stagnate. Hence. the keen 
competition which exists among insurers 
of all types in this country has spurred 
experimentation to devise new and bet- 
ter benefits and approaches. 


Voluntary Health Insurance and the 
Aged 


But what is being done to provide 
health insurance for our senior citizens? 
In the relatively few years since their 
special problems became of broad active 
concern, outstanding progress has been 
made in meeting their health insurance 
needs, Some of these approaches were 
unheard of even five years ago. The 
seven principal methods being employed 
are: 

1. Continuation of insurance on older active 
workers under group insurance plans. 

2. Continuation of group insurance on work- 
ers who retire and their dependents, generally 
with part or all of the premium paid by the 
employer. 

3. Continuation on an individual policy or 
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contract basis of coverage originally provided 
by group insurance, this being accomplished 
by conversion of the group coverage on termi- 
nation of employment or membership in the 
insured group. 

4. New issuance of group insurance on such 
groups of older people as associations of re- 
tired persons or employees, retired teachers 
and civil servants, and Golden Age Clubs. 

5. Continuation into the later years of indi- 
vidual insurance purchased at the younger 
ages. 

6. New issuance of individual insurance at 
advanced ages. 

7. Issuance of insurance that becomes paid up 
at age 65, thus enabling the policyholder to 
pay for his protection during his productive 
years. 


All of these approaches are being em- 
ployed by insurance companies today.” 
Other types of health insurers employ 
certain of these approaches and are mak- 
ing valuable contributions to the exten- 
sion of health insurance protection to 
aged people. 

The number of older people who now 
have some form of health insurance is 
not known precisely. Generally, it is 
accepted that at least 40 per cent of 
persons over 65 now have some health 
insurance coverage. although a recent 
study in Michigan’® indicated the insured 
proportion of the aged in that state to be 
86 per cent. These proportions can be 
appreciated in truer perspective when 
it is recognized (Figure 1) that the 
percentage of persons over age 70 hav- 
ing some form of health insurance pro- 
tection in 1956° was exactly the same, 30 
per cent, as the percentage of the entire 
population at all ages which had some 
form of health insurance protection in 
19146, ten years earlier. The inherent 
potential of voluntary health insurance 
becomes readily apparent from this com- 
parison. 

Since about 18 per cent of the aged 
are public welfare recipients under the 
federally aided public assistance pro- 
gram‘ and, as such, eligible to receive 
health care; since some do not need, 
want, or believe in (for religious or 
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Figure 1—Comparison of number of persons with hospital expense protection 
through voluntary health insurance, 1946 and 1956 


1946 
Per Cent of Population Covered 


5 


1956 
Per Cent of Population Covered 


69 


All Ages 65-69 70 and Over 


All Ages 65-69 70 and Over 


Sounces: Research and Statistics Note No. 13, Division of Program Research, Social Security Administra- 
tion Health Insurance Council, “Extent of Voluntary Health Insurance in the United States.” 


other reasons) health insurance; and 
others are institutionalized in govern- 
ment-financed mental, chronic illness, or 
tuberculosis hospitals, or receive care 
from the Veterans Administration, the 
medicare program, the Indian health 
program, local public or private agen- 
cies, or as being blind, or totally and 
permanently disabled, or as members of 
the Armed Forces, seamen, prisoners, 
members of religious orders, or as pro- 
fessional courtesy; the already achieved 
expansion of health insurance to so large 
a proportion of the aged population in 
just a few years time is a remarkable 
accomplishment. 


Some Factors to Be Considered 


1. It is not an easy matter to segre- 
gate the specific problem of medical 
care of retired persons from the whole 
of the problems which face aged per- 


sons. There are many extant studies 
which point to the complexity and the 


interrelatedness of these problems. They 


cover a wide spectrum of concern from 
maladjustment to retirement, to all the 
costs of personal living, to people main- 
tained in general hospitals and mental 
institutions simply because there is no 
other place where they might be ade- 
quately housed. For example, the hous- 
ing commissioner of New York State has 
recently pointed out’ that insufficient 
housing for the aged is keeping many 
older people confined to hospitals even 
though they do not need constant medi- 
cal care. He estimates that 20 per cent 
of hospital confinement of older people 
could be eliminated if adequate housing 
were available for them. Hence, it is 
clear that expenses often erroneously 
considered as medical care are in reality 
living expenses, 

2. Health insurance is not the only 
method of meeting the health needs of 
the aged. In addition to OASI benefits, 
or independently of them, many people of 
age 65 or over receive pensions and/or 
other income from previous employment, 
from investments, annuities, and from 
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individual and group life and health 
insurance policies. Many have accumu- 
lated savings, own their own homes free 
of mortgage, or have other assets. While 
these resources, separately or in the ag- 
gregate, are incapable of precise deter- 
mination, their importance and size is 
clearly indicated by data available from 
many sources. That these resources are 
constantly improving is borne out by the 
conclusion of the Social Security Admin- 
istration that the money income position 
of the aged has been improving signifi- 
cantly in the past decade and by the 
studies of the National Industrial Con- 
ference Board* which indicate a con- 
stantly improving position of the aged 
with respect to assets and liquid hold- 
ings. In addition, recent studies of the 
Social Security Administration show that 
an estimated 28 per cent of persons age 
65 or older have income from employ- 
ment.’ 

3. The matter of financing the medi- 
cal care needs of the aged, hence, con- 
stitutes a social problem only to the ex- 
tent that they are indigent or might be- 
come indigent as a result of serious ill- 
ness. Evidence is lacking that any 
American, aged or otherwise, who has 
needed and actually sought health care 
has been denied it. Traditionally the 
financing of care for this segment of the 
population has been either by public 
funds or private charity. Hence, the 
indigent become a community responsi- 
bility and as such are, in the main, be- 
yond the scope of the considerations of 
voluntary health insurance; although it 
must be noted that the extent of this 
responsibility becomes less as voluntary 
health insurance is extended to greater 
numbers of the population. 

1. The existence of a financing facil- 
ity, public or private, will not, in itself, 
guarantee that medical care will be re- 
ceived, Extant studies which shed light 
on the subject bear distinct evidence that 
this is so. Personal qualities ranging 
from mores to fears play an important 
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role. So, too, does the degree of educa- 
tion, While this is true of the general 
population, it is particularly true of the 
aged who characteristically are disin- 
clined to alter habits or concepts of long 
standing. 


Some Guides for Further Improvement 


1. Voluntary health insurance needs 
more public understanding of its pur- 
poses, its nature, and what it is accom- 
plishing. The public generally is lacking 
in an awareness of this. For this reason 
the insurance companies have recently 
created the Health Insurance Institute in 
an endeavor to overcome this lack of 
public understanding. The entire corps 
of medical professional personnel, pub- 
lic health personnel, the secondary 
schools, employers, labor unions, rural 
and farmers organizations, community 
organizations, and others can help in an 
important way to create a better in- 
formed public. 

2. More can be done to extend health 
insurance protection of the future aged. 
In any consideration of the provision of 
a financing mechanism for the medical 
care of the future aged one fact is para- 
mount today: the mechanism, the facil- 
ity, by which the future aged might 
be protected to some degree against the 
financial hazards of accident and illness 
does exist; it remains only for it to be 
purchased to a greater degree. This 
fact is often overlooked. It now re- 
mains, under a voluntary approach, for 
people as individuals or as employers, 
union leaders, or leaders of other types 
of organizations to choose to purchase 
this available protection, In a free so- 
ciety these choices can be made sub- 
jectively. Insurance has to compete for 
the available dollar in any instance. 

From the standpoint of the individual 
who is not protected as a member of a 
group, choice must be made between 
health insurance and the many appeal- 
ing, often highly advertised and install- 
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ment purchased, consumer goods and 
services. He alone can make the choice 
so long as health insurance remains on 
a voluntary basis. He should be made 
acutely aware of the value and in many 
cases the need for such protection. It 
must be made clear to him that he can- 
not seek protection for the child-bearing 
period alone, discontinuing the insur- 
ance thereafter, and then expect to re- 
sume his coverage upon retirement. 
With respect to the employer, health 
insurance has to compete not only with 
all the costs of production, including 
wages, but with other types of fringe 
benefits desired or demanded by em- 
ployees. The problem of providing 
health insurance for the future retired 
is primarily one of financing. The em- 
ployer cannot exceed his resources. He, 
furthermore, cannot provide so much in 
fringe benefits that he will be placed at 
a disadvantage with his competitors. To- 
day fringe benefits average some 20 per 
cent of the payroll. The employer is 


also faced with the problem of the extent 
to which his productive employees are 
willing to share in the provision of bene- 


fits to the retired employees. In making 
his choices the employer, in turn, is 
often governed by the contracts arrived 
at through collective bargaining. These 
interrelated problems indicate the fol- 
lowing in the interest of further protec- 
tion for the future retired aged: 


a. Employers and labor unions should be 
made increasingly aware of the primary im- 
portance of voluntary health insurance for 
their retired employes and of the need for 
financing such protection on a sound, realistic 
basis. 

b. Employees, through their labor unions or 
otherwise, should equally be made aware of 
the importance of such protection in retire- 
ment and should give due weight to such 
importance in relation to their demands for 
other fringe benefits, including life insurance, 
pensions, and vacations. 

c. Active employees should be made aware 
of the importance of such future protection 
to the end that they will be willing to assist 
in bearing the costs for the protection of those 
who retire at an earlier date. 


3. Private insurance mechanisms 
should remain aware of the need to find 
the best possible ways to insure older 
people. They should continue to find 
means for broadening the base of exist- 
ing insurance, remain alert to providing 
benefits, the nature and scope of which 
are suitable to the needs of older people, 
and continue to strive toward insurance 
mechanisms which take cognizance of 
the economic status of the aged. 

1. The problem can be relieved by 
the use of less expensive forms of medi- 
cal care. In any consideration of medi- 
cal care for the future aged the present 
means of caring for the aged can by 
no means be assumed to be fixed. To- 
day, expensive forms of care for the 
aged are being employed for no other 
reason than that no others are available. 
It is now generally recognized that 
wider use of ambulatory or self-service 
hospital care, skilled nursing homes, the 
better use of practical nurses in or out 
of a hospital, home care programs, visit- 
ing nurses, and specially conceived hous- 
ing could serve to appreciably reduce 
the per diem health care costs of the 
aged. 

Much experimentation is needed to 
bring these forms of care into general 
usage and should be encouraged. Such 
developments cannot be brought about 
by the voluntary health insurance 
mechanism alone or even primarily. In- 
surers must stand ready, however, to 
cooperate in the development of newer 
forms of care and to include such forms 
of care in the insurance coverage. To 
do otherwise would be to create a retard- 
ing influence to such a development. 
The fact that insurance interests are 
aware of the importance of such an 
evolutionary process is evidenced by 
Blue Cross experiments in covering nurs- 
ing home and visiting nursing care and 
by studies being conducted by the Health 
Insurance Association of America. 

5. With respect to those aged who 
cannot pay for needed health services 
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and whose families could not reasonably 
be expected to assume such responsi- 
bility, the public funds available should 
at all times be sufficient to guarantee 
medically adequate care and should be 
financed with federal government par- 
ticipation in the “vendor payments for 
medical care” program of the states. 
States and local communities should re- 
spond affirmatively to such action and 
adequacy of such payments should be 
assured. 

6. Steps should be taken to reduce 
to a minimum the number of future 
aged who would be needy. Educational 
and skill training programs to reduce 
the number of low-income workers in 
the future can be one positive approach. 
Other approaches might be sought with 
respect to low-income or marginal farm- 
ers and farm workers, migratory work- 
ers, and the designated geographic areas 
where, because of shifting industrial op- 
portunity, many people find it impossible 
to earn subsistence wages. The success- 
ful overcoming of the problem presented 
by these groups in our population might 
be looked upon as the keystone upon 
which any concern for the economic 
welfare of the future aged might be 
built. 

7. The ultimate objective should be 
to insure that the years which have been 
added to life through the reduction in 
mortality shall not be spent in chronic 
invalidity. This calls for greater de- 


velopment of preventive health measures, 
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the early detection and treatment of 
chronic disease, the creation or expan- 
sion of special facilities and services 
designed to meet the health problems 
of the aged, and the circulation of health 
educational information. There also is 
need of a great expansion in rehabilita- 
tion services and facilities, These serv- 
ices should be made available not only 
to those disabled persons who are poten- 
tially reemployable but to all persons 
whose well-being can be improved 
through the technics of rehabilitation. 
Accomplishments in these areas will 
minimize the need for medical treatment 
and control its cost and will complement 
the advances being made by insurers in 
expanding the coverage on the older 
lives. 
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It is well to be reminded of fundamentals from time to time. The point of 
this paper applies not only to statistics, but as well to other kinds of 


information. Juvenal’s question: “Who watches the watchers?” 


may be paraphrased: who watches the data? The answer is 
simple: those who, like the author of this paper, take time 


to think. 


FIGURES, FANCIES, AND FANCY FIGURES 


Hugo Muench, M.D., Dr.P.H., F.A.P.H.A. 


UMANITY, in a long struggle for light, 

has devised three tools for the com- 
munication and preservation of knowl- 
edge. Each is of such scope and power 
that it seemed only natural to regard it 
as the somewhat ambiguous gift of a 
superhuman daemon, carrying as much 
potential for harm as for good. Man 
has felt that there is powerful natural 
magic connected with the use of each— 
there is always the danger of somehow 
losing control and falling under the 
dominance of the machinery which has 
been devised. 

First came speech: the word, the logos, 
with its mystical connection with the 
thing represented. To know the name 
of something was to possess power over 
it; to use this power carelessly might 
be to let loose forces which could not 
be controlled. To speak of the devil, or 
to take the name of a god in vain, could 
start events with unfortunate conclu- 
sions. Primitive tribesmen will not dis- 
close their true names to anyone, since 
this would mean giving the initiate 
power over them. 

The mysticism of the spoken word 
has not vanished from our own stage of 
culture. Given a word, we assume that 
there is a corresponding entity. The 
sales appeal of a toothpaste is increased 


no end when we are told it is made with 
“pluvium”—though we rather suspect 
that this is an advertising man’s synonym 
for “water.” We have terrific arguments 
about the difference between neuro- 
psychasthenia and _ psychoneurasthenia 
without bothering greatly to make clear 
definitions, confident that, once we pos- 
sess a good word, there must be a con- 
dition to correspond. We even talk glibly 
about “positive health” without specify- 
ing the zero point which divides positive 
from negative on the scale. 

A long time after speech came writ- 
ing. This was a very difficult matter at 
first and so complex that only specially 
trained priests could operate in the 
medium and so used it for only the most 
important and permanent records. No 
wonder that writing assumed an even 
more magical character than the spoken 
word and that a written message had 
power quite aside from the words it con- 
tained. Primitive peoples still wash the 
ink from a written prescription and 
drink the mixture. Holy names written 
down become holier yet and, when worn 
in phylacteries, are infallible guards 
against evils. “Holy Writ” is all the 
more holy for being written. 

The invention of printing and the dif- 
fusion of literacy did not entirely remove 
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the magic from the written word. We 
are not free from the feeling that any- 
thing printed must be more important, 
more certain than the spoken message, 
be it in the daily newspaper or in the 
scientific reprint. There is something 
concrete and confidence-inspiring about 
cold and lasting print which removes 
some of the doubts surrounding the 
warm and fleeting word. 

Finally there was the invention of 
number, as an independent entity re- 
moved from the association with counted 
things. This led to the greatest magic 
realm ever created by man—the empire 
of mathematics, of pure reason divorced 
from association with tangible things. 
Mathematical thinking was obviously 
miraculous, based on mental images like 
numbers and unsullied by mundane con- 
tact. When the thinking pointed to results 
with practical applications, such applica- 
tions clearly derived from supernatural 
forces and were not subject to human 
error, but were based entirely on higher 
truth, 

We no longer quite agree with the 
Pythagoreans that, since three and seven 
are particularly pure and powerful num- 
bers, gods must come in groups of three, 
and muses and planets in lots of seven. 
Yet we have more confidence in physical 
laws that work out in integers; they 
seem to embody some supernatural re- 
lations. And there is a good deal of 
natural magic left in our attitude toward 
numbers in tables of vital statistics, as 
though such figures had an independent 
existence and truth value of their own, 
quite aside from the manner of their 
arrival in the cells of the table. 

We need not fool ourselves. We may 
be perfectly aware of the fact that the 
original data are highly dubious, that 
there are possible errors along the way, 
and that our final classification may 
have had to be a bit arbitrary. Yet, 
once a datum has taken its place as a 
cold figure printed in the cell of a table, 
we unconsciously tend to regard it as 
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the representative of a truth beyond the 
influences of an erring world. Nothing 
could be more certain and _passionless 
than a number; by the same token, this 
must reflect the infallibility of the means 
that put it where it is. 

We are deeply concerned with many 
minutiae of statistics: the methods of 
analysis of data, the definition, and 
amplification of causes of disease and 
death. These are important, without 
doubt. Even more important are some 
fundamental questions which are seldom 
raised, but which basically determine the 
entire value of our statistical knowledge: 
just what do the figures mean and how 
did they get into the table? Do they 
represent facts or fancies? 

Let use examine a hypothetical case 
which is not too hypothetical. We notice 
in an annual epidemiological report that 
six deaths from yellow fever have oc- 
curred in central Africa. The statement 
is short, precise, and carries a very 
definite impression of certainty. What, 
exactly, does it convey when it is ex- 


amined more carefully and critically? 
Suppose we look at it more closely. 


. 


The figure says “six”: no more, no 
less. Yet to anyone acquainted with the 
vagaries of yellow fever it would seem 
unlikely that six deaths would occur in 
a year in a large area; you would ex- 
pect either none at all or a great many 
more. The printed figure “six” must 
mean something, but it probably does 
not mean : 


six”! 

Then how did the figure arrive in the 
table? What is the reporting system 
in central Africa? Were all deaths 
from yellow fever duly observed by 
someone who had access to communica- 
tions? And did the observers promptly 
notify the authorities? And did all 
notifications duly reach the centers 
where the registrars correctly classified 
them into deaths from yellow fever— 
yes or no? 

Finally, and most important, what is 
a death from yellow fever and how is it 
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recognized? The infection happens to 
be a clear-cut entity, which can be 
recognized by the isolation of virus in 
the acute stage and by the presence of 
antibodies in convalescence—the latter 
somewhat difficult to establish in fatal 
cases, The liver shows fairly typical 
changes which can be recognized in a 
specimen procured at autopsy or by 
means of a modified cheese sampler 
called a “viscerotome.” This implies the 
availability of a competent pathologist. 
Fatal cases also usually show clinical 
symptoms including black vomit, al- 
buminuria, and the like, which can be 
determined without pathological exami- 
nation. So, unfortunately, do fatal cases 
of severe malaria, of certain poisonings, 
and the like. 

As we look at that concrete little “six” 
in the table, are we thinking of all these 
factors? Are we mentally blowing up 
the figure to allow for underreporting 
and shrinking it for misdiagnoses? 
Usually not—it looks much too definite 
for that, and we have an uncomfortable 


feeling that to raise questions would 
show a lack of confidence dangerously 
close to lese-majesty. 

The figure actually does tell us one 
definite thing: yellow fever was recog- 
nized during the year in central Africa 


and was reported. But that does not 
satisfy us, we want further and quantita- 
tive infermation. This in itself is not 
an unworthy ambition—the trouble is 
that we want to buy the answers to our 
questions in the cheapest possible way. 
Instead of going out and digging up 
the information ourselves, we ask peo- 
ple to tell us and then hope (and as- 
sume) that they know what they are 
talking about. 

The chain connecting the occurrence 
of an event with its appearance in a 
table has three major links: recognition, 
reporting, and classification. The con- 
fidence we can place in the tabulated 
figure evidently depends on the con- 
fidence we can have in each and all of 


these, and this must vary greatly under 
different conditions. If we as statisticians 
are to act as apostles of truth, we must 
at least try to evaluate the level of this 
confidence. Our main difficulty is that 
so much of our information is gained 
by means of what amounts to question- 
naires, even if they are questionnaires 
which the respondent is under some 
pressure to return. 

The first link in the chain is recogni- 
tion, and this causes some of the worst 
troubles. Who recognizes the fact, is 
he in position to observe it, and does he 
draw correct conclusions? The answer 
to this must depend partly on the type 
of information required—the expertise 
necessary to recognize and identify a 
given event. It must also depend very 
largely on the availability of people with 
the required knowledge. Some sorts of 
knowledge can be assumed on a wide 
basis: almost anyone can tell you if 
someone is dead; almost any intelligent 
person who has known him will be able 
to give you his personal particulars. But 
few people in any community will be in 
position to tell you reliably whether he 
died of eastern, western, or Venezuelan 
equine encephalomyelitis. The trouble 
is that the rest are willing to tell us 
something, if we insist. 

One of our greatest faults as statis- 
ticians is to demand expert information 
from those who cannot possibly furnish 
a true answer, except by accident. If 
our unfortunate informant happens to 
be honest and admits he does not know, 
we insist on his making a guess, which 
he eventually does. Our most haunting 
fear is that we may have to classify a 
cause of death as “unknown or ill- 
defined” —rather than this we would 
accept almost any random conjecture. 
Then we proceed to roll this speculation 
into one ball with information secured 
at highly reliable levels and push the 
resulting mess into one pigeonhole, ap- 
parently with the idea that the certainty 
of part of the number will permeate the 
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remainder. It is something like making 
an omelet with eggs only half of which 
are spoiled. 

If we are to be true statisticians, we 
must get over our fear of appearing 
uninformed and we must be willing to 
admit and clarify the borders of our 
knowledge, between certainty, likelihood, 
and ignorance. For some reason we in- 
sist on certainty, even if it be spurious, 
and forget that it is not only good ethics 
but excellent statistics to be aware of 
what we do not know. This is for- 
tunately not universally true. Many 
other countries are ahead of us in classi- 
fying causes of death separately by re- 
liability (at least roughly), such as those 
reported by a physician in attendance, 
those assigned by a physician not in 
attendance, and those guessed at by a 
layman. These are three fairly distinct 
levels of expert knowledge affecting the 
quality of the data. We have similar 
levels of reliability in our own data, but 
we generally refuse to acknowledge them 
in public. Hence our tabulations tend 


to appear as though based exclusively on 

the highest quality of information. Grad- 

ually we come to believe that they are. 
Reporting has pitfalls of its own which 


we tend to forget. We feel with some 
reason that the fact of death is pretty 
completely reported in this country. This 
is not true everywhere, of course. In 
making comparisons this point must be 
remembered. The accuracy of reported 
causes of death, on the other hand, may 
suffer from fallacies due to two opposite 
conditions—not enough information and 
too much, 

We now have the International List 
containing many hundreds of causes. 
quite properly compressed into shorter 
lists for many uses, and we feel that this 
list should be used. But a lay registrar 
faced with the need of assigning a cause 
in the absence of medical information is 
tempted to pick one almost at random 
from the list and he often does just that. 
At the other end of the scale we have the 
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plethora of information contained in the 
records of a good hospital. Under the 
pressure of the clinical pathological con- 
ference, the clinical record of a patient 
is apt to mention any condition which 
might conceivably exist. The busy in- 
tern who fills out the death certificate 
frequently does not carefully evaluate 
the relative importance of all these con- 
ditions, but is apt to pick any two or 
three of them to enter on the form. The 
end result of this procedure may be a 
random selection not greatly different 
from that made by the lay registrar, Yet 
the record, coming from a hospital with 
excellent equipment to aid expert knowl- 
edge, would be placed in the highest 
brackets of reliability. 

The final step of classification is the 
statistician’s. This is a rather arbitrary 
procedure which may vary considerably 
with circumstances, such as accompanied 
the change from the fifth to the sixth 
revision of the International List in this 
country. It may also be a matter of 
local habit, such as the differences in 
assignment of causes as “maternal” in 
various countries. We are well ac- 
quainted with the effects of such dif- 
ferences on our figures, but again it is 
easy to forget them when looking at 
the tables and hard to realize that cer- 
tain changes in rates may be merely a 
change in habits of coding. 

The reporting of other events, such as 
births, is not surrounded by as many 
chances of fallacy as accompany death 
reports. However, as we continue to 
demand more and more precise and 
special information on the birth certifi- 
cate, we must be aware that the quality 
and reliability of the data will cover a 
broader spectrum and that total coverage 
will dilute facts with a good deal of 
speculation, 

The chain running from fact to figure 
is present in all fields of statistics al- 
though the relative importance of recog- 
nizing, reporting, and classifying may 
vary greatly between them. In many. 
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service data definitions are so unclear 
that interpretations differ from place to 
place and under different circumstances, 
making comparisons not only odious but 
valueless. What is a visit—a treatment— 
a disability? Basically, many troubles 
arise from not defining clearly and uni- 
formly just such simple-minded terms, 
and having these definitions generally 
accepted. Yet in the tabulated report 
a rose is a rose and a specialist is a 
specialist, and there is not a shred of 
evidence that a single cell of the table 
includes a large variety of items. 
Where is our difficulty? Mainly, it 
seems, in our uncritical demand for 
more information than is properly avail- 
able. Like Oliver Twist in Dickens we 
call for “more”: more specialized infor- 
mation on general reports and more ex- 
pert data than respondents can possibly 
have on hand. We seem to be convinced 
that dubious information, if collected on 
the broadest possible base, will attain to 
reliability. This just is not true! What 
is reliable information when given by 
the expert becomes a random guess when 
supplied by the man in the street, and 
there is no known formula which com- 
bines the precision of expert knowledge 
with the stability and generality of total 
coverage. We get either total figures or 
precise information, but rarely both ex- 
cept at the level of common knowledge. 
What is the remedy? There are at least 
two which can and should be employed. 
In the first place we can stop trying to 
mix quantity with quality into one 
dough, figuring that we can have the 
resulting cake while eating it. We can 
more clearly separate what we know 
from what we guess and from what we 
know nothing about. It is possible to 
use data requiring little expert knowl- 
edge for many things: for over-all rates 
and as clues to problems where knowl- 
edge of the distribution of numbers of 
events and populations is of value. We 
may totally distrust the tabulated causes 
of death, but the age and sex distribu- 
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tions of deaths in the population give 
pretty good ideas of what the types of 
forces of mortality must be and will 
point to problems, such as infectious dis- 
eases, maternal mortality, and the like. 

On the other hand, we can use reliable 
data for what they are worth, while 
recognizing their limitations. Generally 
they must refer to highly biased samples 
of the population, within which they 
possess the highest accuracy at our com- 
mand. We add nothing and lose a great 
deal in efforts to make this information 
representative by diluting it with figures 
based largely on guesswork. A well in- 
formed guess has its own value and 
should not be thrown away, but neither 
should it be confused with precise knowl- 
edge. 

There is one way of combining in- 
formation from reliable sources with 
broad and representative coverage. I 
refer, of course, to the sampling survey, 
which removes the variability from the 
quality of the data and transfers it to 
the sampling procedure itself where it 
can be accurately evaluated. So far it 
has been used mainly on topics which 
obviously demanded, from the nature of 
their complexity, special methods of han- 
dling. It would, for example, have been 
impossible to think of an adequate 
National Health Survey unless it in- 
cluded a rigorous sampling procedure. 

We have not thought much of using 
sampling methods in the collection of 
ordinary vital data—sampling here has 
generally been used to collect special 
lots from already existing information. 
It has not been thought necessary or 
feasible to collect original records on 
this basis, probably because of our un- 
founded belief in the reliability of all 
items filled in on death or birth cer- 
tificates. Yet every time we have a 
chance to test this accuracy, we find that 
it deviates a long way from perfection. 

It would be possible to use broad 
coverage of vital statistics as a base and 
for demographic information, while col- 
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lecting representative samples from the 
total in which we would use all possible 
methods to obtain complete and accurate 
information on technical matters—or to 
make sure that this information was un- 
available, which is just as important, It 
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would be possible, and it would be ex- 
pensive to do this, but it would finally 
give us vital data in which most of the 
fancies had been winnowed out of the 
figures, leaving a reasonably pure cul- 
ture of fact. 


Dr. Muench is professor of biostatistics, Harvard School of Public Health, 


Boston, Mass. 


This paper was presented before a Joint Session of the American Association 
for Vital Records and Public Health Statistics and the Statistics Section of the 
American Public Health Association at the Eighty-Sixth Annual Meeting in 


St. Louis, Mo., November 27, 1958. 


Public Health Service Examination 


The Personnel Division of the Public 
Health Service announces a competitive 
examination for appointment of medical, 
dental, veterinary, sanitary engineer, and 
nurse officers to the Regular Corps of 
the Service. The examinations, consist- 
ing of an oral interview, physical ex- 
amination, and comprehensive written 
objective tests in the professional field, 
will be held in various locations of the 
country on March 31-April 3, inclusive, 
for veterinary medical officers; on April 
21-24 for medical, dental, and sanitary 
engineer officers; for nurse officers on 
May 12-15. 


Appointments in the rank of senior 
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and senior assistant will provide career 
opportunities in clinical medicine, re- 
search, and public health for the first 
three and for sanitary engineering in- 
cluding research for the last named. 
Nurse careers are possible in public 
health, nurse education, and clinical 
nursing. 

Final date for receipt of applications 
is February 20 for veterinary officers; 
March 6 for medical, dental, and en- 
gineer officers; and March 27 for nurse 
officers. Further information and appli- 
cation forms from Chief, Division of 
Personnel, Public Health Service, Wash- 
ington 25, D. C. 


Looking backward can be a good way of looking ahead. In this review of 


50 years of the Statistics Section, we can see how the problems of 


community health have changed and brought into focus new problems for 


the statistician. But we can also see how the statistician is working 


with other health workers as we move into the next 50 years. 


VITAL STATISTICS—THEIR PAST AND FUTURE 


Car! L. Erhardt, M.P.A., M.S. (Hyg.), F.A.P.H.A. 


W' HAVE doubtless reached the age 
where we no longer want to count 
the candles on the cake; yet this ma- 
turity of middle life perhaps gives us 
the wisdom to profit by a look at the 
past. We are often inclined to feel that 
much of Annual Meeting programs are 
“old hat”; we have heard the same prob- 
lems and arguments too often. A birth- 
day celebration may be just the time to 
tvke account of actual progress and 
changes, measured over the long term 
rather than from year to year. Measure- 
ment here will be largely restricted to 
developments traceable through APHA 
documentation, although talk of the fu- 
ture must of necessity be without such 
compass. To think of the future requires 
also a definition of “vital statistics” that 
embraces the present extensive scope of 
the Statistics Section’s interests. 


Formation of the Section 


The avowed aims of the section at its 
founding in 1908 were: 


1. Closer official and personal association of 
the registration officials of the several countries 
composing the APHA. 

2. Promotion of effective systems of registra- 
tion. 

3. Aid in the adoption of uniform methods 
of collecting, preserving, correcting, and com- 
piling registration records, and of publishing 
the data derived. 
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4. Active cooperation with governmental and 
other agencies interested in vital statistics. 

5. Reporting on the use of the “International 
Classification of Causes of Death” and recom- 
mendations for its decennial revision. 

6. Aid in the improvement of reporting and 
classification of occupational mortality. 

7. Presentation and discussion of papers 
relative to vital statistics in section and general 
sessions, 

8. Promotion of proper appreciation of the 
necessity and importance of vital statistics. 


It is of some interest that the name 
proposed for the section was “American 
Association of Registrars of Vital Statis- 
ties, organized as a Section of the Ameri- 
can Public Health Association.” Despite 
the proponents’ insistence that such a 
name would lend the required dignity 
and importance to this unit of the 
APHA, the simple name of Vital Statis- 
tics Section was adopted. Looking back- 
ward, we can approve the wisdom that 
demanded emphasis on the parent body 
rather than the part. Even in those 
days there was awareness of the “team 
approach”! 


The Stage 


A frame of reference for our review 
is worth a few moments—a look-around 
at what was going on in the world in 
1908 when the section held its first ses- 


sion. The extent to which these events 
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seem dim provides an impression of the 
time that has passed; changes that have 
taken place indicate where progress (or 
regression) has occurred; some events 
show that the “new” is not always new. 
Child labor was regulated in the Dis- 
trict of Columbia in the year 1908, 
Congress hoping to provide a model 
for the country. The National Commis- 
sion for the Conservation of Natural 
Resources was established by President 
Theodore Roosevelt. The 47-story Singer 
Building previsaged the huge skyscrap- 
ers yet to come. Smoking for women in 
public was ordained illegal in New York 
City. The postage rate to England was 
set at two cents. The famous round- 
the-world automobile race took place. 
The Lusitania made the Atlantic crossing 
in four days and five hours. The ladies 
may be interested that the “directoire” 
or sheath gown was imported from Paris 
at this date: police are said to have had 
to rescue the first woman to wear one. 
Of more direct interest to public health. 
however, is the first sale of tuberculosis 
seals and the first airplane fatality when 
Orville Wright crashed in his plane at 
Fort Meyer and his companion, Lieuten- 
ant T. W. Selfridge of the U. S. Signal 
Corps, was killed. 


Early Discussions 


But enough of the “outside world.” 
What was happening in the APHA 
around this time? In the year when 
the recommendation for establishment 
of the section was made Dr. Cressy 
Wilbur was deploring the little progress 
that had been made toward a general 
system of registration in the United 
States since Elisha Harris’ early plea for 
such a system in 1877. Wilbur forecast 
that unless more than lip service was 
paid to the subject by health officials 
there would still not be good and com- 
plete registration by i930, 1940, or 
1950. Perhaps those now trying valiantly 
to expand the marriage and divorce 
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registration area should take heart. We 
cannot long function without facts that 
are fundamental to the needs of the day: 
realization eventually leads to action, 
sometimes more quickly than expected. 

Among the papers of the first session 
of the Vital Statistics Section was one 
on “Mortality Statistics in Canada” by 
Dr. Hodgetts, of that country, the first 
vice-chairman of the section. Along 
with analysis of deaths by cause, sex, 
and age. Dr. Hodgetts included a study 
of underregistration, comparing regis- 
tered deaths with those listed in the 
census. Registration problems, however, 
by no means predominated in the papers 
of 50 years ago, perhaps because such 
plaguing matters as correction of rec- 
ords, delayed registration of births, 
adoptions, legitimations, and the like 
awaited the actual existence of function- 
ing programs. 

Dr. Marshall Langton Price discussed 
the advantages of the life table, a sub- 
ject more recently reviewed by Mortimer 
Spiegelman. Present-day use of census 
tract or other small area statistics was 
anticipated by Dr. W. H. Guilfoy in a 
presentation of mortality and morbidity 
data by small areas for New York City. 
a pattern which Howard Whipple Green 
has most notably brought to useful 
fruition. Our present inclination toward 
joint sessions is also of long standing, 
since some of these 1908 papers were 
read before a joint session of the Sec- 
tions on Vital Statistics and of Municipal 
Health Officers. Moreover, in 1909 
Frederick L. Hoffman’s review of “The 
Budapest System of Death Classifica- 
tion” involved methods of analyzing 
multiple causes of death, a question in 
which there has been revived interest 
in recent years. Bryce’s paper on “In- 
sanity in Immigrants” and Dr. Jones's 
presentation regarding the “health” cen- 
sus taken in Baltimore by the city police 
department represented early statistical 
work outside of reported mortality and 
morbidity. Nor were family studies 
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neglected; witness Chapin’s use of multi- 
ple deaths from a specific disease in one 
family to assess the relative virulence of 
the disease at various times. Classifica- 
tion problems arose in Miles Dawson’s 
discussion of “The Importance of Popu- 
lation Vital Statistics and Their Treat- 
ment Actuarially” when he cited a cause 
of death that might raise a question: 

Regarding William Shore 

We'll never see him more 


For what he took for H20 
Was H2S04! 


The "Middle Years" 


But let us take a quick look at what 
was happening 25 years later in the 
section. The lead-off paper at the first 
session in 1933, read by Dr. T. F. 
Murphy, was entitled “Prospects for 
Completing the Registration Area.” 
Fales, Hedrich, Emerson, and others 


dealt with collection of accident statis- 
tics, specificity of residence information 


on certificates, registration of births of 
illegitimate and adopted children, de- 
layed registration, occupational mortal- 
ity, and classification of causes of still- 
birth. Many of these problems. still 
stimulate discussion and will probably 
continue to do so. But new notes were 
now added. A joint session with the 
Public Health Education Section lent a 
“public relations” touch on publicity of 
health statistics. And morbidity surveys 
were represented in Perrott’s report on 
the depression and health and sickness 
among families of the unemployed. Mor- 
bidity from heart disease, the signifi- 
cance of pulmonic systolic murmurs in 
adolescents, variations in seasonal dis- 
tribution of whooping cough in low 
and high incidence periods, and bio- 
metric studies among army officers were 
other subjects of this era. While regis- 
tration problems and mortality data were 
well represented, a broader horizon 
toward the extensive fields of public 
health statistics was opening. 
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This wider range for the application 
of statistical methods to public health 
activities and research was officially 
recognized when the Governing Council, 
on November 10, 1948, changed our 
unit’s name to the Statistics Section. 
Vital statistics had earned its place as 
one of the basic disciplines of public 
health, but for many subsequent years 
we struggled to convince the program 
chiefs that their own programs needed 
statistical guidance, that such statistical 
aid would enhance their services, aid 
them in defining their problems, intro- 
duce more precise information, and help 
to effect needed evaluation. Now, as 
a result, the lesson has been well learned 
and we are hard put to meet the de- 
mands. 


The Near and Distant Future 


Vital Statistics—New ways of tabulat- 
ing vital statistics are constantly adding 
to their usefulness. More detailed data 
are made available for small areas and 
the term “small areas” includes, in addi- 
tion to census tracts or other traditional 
segments of a city, hospital service areas 
and individual hospitals. Greater em- 
phasis is being placed on birth statis- 
tics; with reduction of infant mortality 
to a resistant plateau we have recognized 
that more information is needed about 
the course of the pregnancy and de- 
livery. As a result, such facts as period 
of gestation, weight at birth, complica- 
tions of pregnancy, and operative inter- 
ventions are ascertained on the birth 
certificate for each delivery in most 
states and in some areas even more fac- 
tors are investigated. The collection of 
such data, however, imposes the obliga- 
tion, not alone to use them intelligently 
for program guidance and research 
leads, but also to evaluate them—and 
much more attention must be given in 
future to this phase of the problem. 
Moreover, practical methods of eliminat- 
ing deficiencies must be found. It must 
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be made clear, too, that we do not equate 
analysis of mass records with clinical 
research; each approach has a well de- 
fined scope and purpose. 

The relative stabilization of infant 
mortality has also stimulated more in- 
tensive investigation of prenatal mor- 
tality; a number of states now require 
reporting of all terminated pregnancies, 
regardless of period of gestation, in ef- 
forts to get better indications of the full 
extent of pregnancy wastage and to en- 
courage further exploration of its causes. 
This attention to fetal loss has intro- 
duced a new rate into the vital statistics 
lexicon: the perinatal mortality rate, 
designed to permit better inter-area com- 
parisons less complicated by differences 
in definitions and in reporting require- 
ments for “stillbirth.” Study of the 
birth process as a continuum will be 
encouraged by this approach. It has 
already led to the design by a subcom- 
mittee of the National Committee on 
Vital and Health Statistics of an ex- 
perimental classification of diseases pecu- 
liar to fetal and early infant life. This 
classification will hopefully eliminate 
the special code for causes of stillbirths 
and make possible tabulation of perinatal 
mortality by cause. More effective use 
must be made of fetal loss data and new 
patterns of analyzing cause statistics 
are needed, perhaps in conjunction with 
other facts relating to the pregnancy 
and delivery. This is one area where 
statistical “brainstorming” may turn up 
leads that will instigate productive clini- 
cal research. 

The need for mortality statistics has 
not declined. The present focus on 
morbidity and expansion of statistical 
programs in other directions merely 
makes it appear so. Last year’s report 
on the Statistics Section’s Committee on 
Medical Certification documents the con- 
tinuing usefulness of mortality statistics. 
Nevertheless, it seems questionable 
whether routine annual mortality tabu- 
lations as we know them must continue 
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indefinitely. Some sort of regular sam- 
pling plan to detect major changes may 
prove to suffice, with detailed tabulations 
at intervals for analysis of trends accord- 
ing to demographic characteristics— 
most meaningful in conjunction with the 
census when reliable population data 
are available. More specific study, with 
perhaps field amplification of informa- 
tion available on certificates, is indicated 
for samples of all deaths or for the 
deaths of selected groups. We are prob- 
ably not yet ready to accept such a 
heretical idea as elimination of complete 
processing of death records, but insistent 
demands for tabulating service and for 
statistical consultation sensible 
pruning of existing work to practical 
necessities in order to fulfill new de- 
mands without inordinate additional ex- 
pense. Furthermore, practical answers 
must be found for administrative and 
indexing requirements for which only 
100 per cent coverage suffices. 
Sampling—The general uses of sam- 
pling in public health were well covered 
in the report delivered to this section 
five years ago by its Committee on Sam- 
pling Techniques in Public Health Statis- 
tics. Sampling will undoubtedly be con- 
sidered in connection with any new 
project contemplated. But insufficient 
consideration has up to now been given 
to sampling for existing mass programs. 
For the past five years in New York 
City—after our planned annual tabula- 
tions are completed—we have been se- 
lecting a systematic sample of the birth 
and fetal death cards and discarding the 
remainder. This procedure has three 
results: (1) the number of cards to be 
stored is substantially reduced, (2) we 
are still able to comply with requests for 
descriptive or “denominator” data 
needed for studies, and (3) we are more 
willing to schedule special runs because 
the volume is relatively small. As yet, 
we have not seen our way clear to follow 
the same course with our death cards 
because the specific demands for infor- 
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mation on deaths for past years would 
not be satisfied by samples. 

In 1956 a special committee on the 
city’s statistical program recommended 
that we adopt a complete sampling pro- 
gram for vital statistics. However, such 
an approach is not practical since, 
among other reasons, resulting small area 
statistics would be inadequate, and de- 
mand is increasing rather than diminish- 
ing for small area studies. We presently 
plan, therefore, to punch some items on 
a 100 per cent basis and others on a 
sample basis. More specific annual plan- 
ning will be necessary as a result, but 
this may be an advantage rather than a 
deficiency. Conferences with program 
chiefs and others have made clear what 
we will henceforth be able to do and 
what we will not be able to do upon 
simple request. Partial sampling for 
births is estimated to yield a saving of 
10 to 20 per cent on punching time 
and a comparable saving in time of 
coders. Some compensating additiona] 
work will be added in the registration 
office and on tabulating machines, but 
the net saving promises to be appreci- 
able, particularly where we have felt 
the greatest pinch—in key punching. 
We are now considering test runs to 
determine whether the theoretical sav- 
ings will be realized. 

The sheer volume of many operations 
will require extension of sampling to 
other routine health department pro- 
grams. It is eminently satisfactory in 
our situation, for example, to punch a 
10 per cent sample of identifying in- 
formation for persons x-rayed in mass 
surveys for the purpose of estimating 
yields among various population groups. 
As a matter of fact, under present cir- 
cumstances, even such a sample should 
be limited to intervals of several years. 
In mechanical tabulating installations 
the key punching operation often repre- 
sents a real bottleneck. Sampling tech- 
nics can alleviate this situation and thus 
provide the punching time needed for 
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the many special studies that are cur- 
rently being undertaken. 

Other Areas of Activity—Administra- 
tive control of programs is demanding 
more extensive use of statistics. But 
here the statistician must urge extreme 
caution on the administrator lest the 
tail wag the dog. Collection of data for 
administrative purposes can become so 
detailed that the expense of its collec- 
tion is unwarranted. Gaines phrased the 
idea succinctly when he said, “Be sure 
the juice is worth the squeeze.” An 
even greater danger, however, is that 
the detail becomes so marked that no 
one any longer bothers to look at the 
material. The effort then becomes a - 
complete waste, for we not alone squeeze 
more juice than is needed, but do not 
even drink any of it. 

We have been hearing for many years 
of the need for service statistics and for 
measurement of program efficiency. 
Evelyn Flook in her recent paper “Serv- 
ice Statistics—An Essential Dimension 
in Program Design,” has admirably out- 
lined the objectives of such statistics and 
measures, while specific proposals for 
selected services have been spelled out 
in publications of the Public Health Con- 
ference on Records and Statistics to 
which she refers. While much has been 
done, therefore, we have nowhere nearly 
approached the goal with respect to these 
matters. Part of the difficulty must rest 
squarely with the failure of program 
chiefs to phrase the objectives of their 
programs in a precise manner amenable 
to quantitative assessment. Part of our 
job may well be to give more direct 
assistance in this particular respect. 

The lack of adequate information 
about illness in the population has been 
emphasized for decades, particularly 
with reference to chronic noncommunic- 
able diseases and injuries. The National 
Health Survey program promises to con- 
tribute tremendously in this area, but 
I refer not so much to its regular house- 
hold survey pattern as to the direction it 
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will yield from its special projects and 
methodological studies. Certainly, the 
need for reliable information on_ ill 
people—how many there are, what spe- 
cific conditions afflict them, how long 
they are ill, the economic consequences 
to them, what other family problems 
result, the amount and type of medical 
care they receive and whether this is 
adequate, what can be done toward re- 
habilitation and the circumstances under 
which such training is practical, the 
costs involved in obtaining the informa- 
tion and in applying its lessons—all 
these questions demand further concen- 
tration on devising practical means of 
obtaining the facts. 

The development of nuclear energy 
accentuates opportunities yet to be real- 
ized in the area of environmental in- 
fluences. However, simpler problems 
still remain to be tackled. Recreation, 
for example, is recognized as one neces- 
sary concomitant of a healthful life. The 
idea of swimming in polluted water 
offends us esthetically; yet no positive 
association has been demonstrated be- 
tween illness and polluted bathing water. 
Is there actually no such association or 
have our methods been faulty? Smog 
is a bane for some communities and we 
know its hazard on specific occasions. 
But what of the long-term results of 
continuous low concentrations of pollu- 
tants in the air? Insufficient work has 
been done on food additives used to 
make products more attractive or to re- 
tard spoilage or even, it seems, to create 
an advertising slogan. How can the 
eventual effects of such additives be 
assessed in a practical way that will pro- 
tect the consumer without unduly handi- 
capping the producer? Obviously, the 
ecological approach to public health 
includes concern for our surroundings, 
and the engineers, bacteriologists, and 
chemists will welcome statistical advice 
on the problems they are seeking to 
solve. 


Research can be encouraged, both 
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within and without the health depart- 
ment, by the statistical unit’s ability as 
a cooperating partner in the research to 
provide statistical consulting advice and/ 
or mechanical tabulating assistance. 
Many good ideas for research fall by 
the wayside for lack of such facilities. 


Need for Time to Think 


Recruitment of statisticians and their 
development have, of necessity, been 
given appropriate consideration in re- 
cent years. Many public health agencies 
presently have a planned program for 
training, either intramural or academic 
and sometimes both. Moreover, the 
establishment of training grants is en- 
abling promising young candidates to 
receive advanced education. 

But what happens when the statistician 
has been practicing for many years? 
Administrative details of operations take 
so much time that little time is left for 
thinking creatively of the future or even 
of the present. How can energy de- 
pleted by demands of administrative 
processes elicit an enthusiastic response 
from others? Yet it is only by un- 
cluttered thinking that the way of prog- 
ress is seen. Relief from everyday 
chores and exposure to stimulating ideas 
of other people of varied experience 
and discipline will fertilize the brain- 
field that has been tilled so assiduously 
that its cells are exhausted. 

My own experience with a year’s edu- 
cational leave leads me to propose that 
we emulate the educators. Sabbaticals 
for education, independent research, or 
outside consulting assignments are 
needed for those in public health as well 
as for those in education. Exchange 
arrangements between health jurisdic- 
tions or between universities and health 
agencies might be considered. Our 
APHA meetings and other professional 
gatherings serve something of this pur- 
pose, but the debilitating routine details 
always lurk in the background—just a 
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few days away. What we need is ade- 
quate time to think without this pressing 
disadvantage. A policy to achieve this 
end must be sought. 

Just last year, Dr. Puffer spoke before 
the section on the “Future of Health 
Statistics and the Statistics Section.” In 
addition to problems of the International 
Statistical Classification that require at- 
tention and full use of the National 
Health Survey and its data, Dr. Puffe 
stressed the challenges presented 
genetic studies, by the concomitants of 
nuclear energy programs, by clinical and 
epidemiological research into the major 
causes of death and disability, by the 
need for definitions and standards in 
collection of data through morbidity 
surveys, insurance plans and hospital 
statistics, and by the need for data to 
evaluate programs, to develop new pro- 
grams, to measure services required and 


to determine their costs. It will be well 
advised for us to bear in mind especially 
Dr. Puffer’s last advice: we must become 
more cost conscious, not alone regarding 
existing medical programs and _ antici- 
pated programs but also about our own 
operations. 

In fine, public health statisticians in 
every field—whether their interests be 
mainly in vital statistics or range more 
widely—move toward an exciting, chal- 
lenging future. They must respond to 
the summons to muster, in concert with 
their colleagues in other disciplines, all 
their knowledge and experience toward 
the aim of delineating and guiding to- 
morrow’s public health programs. The 
first 50 years have established the statis- 
tician as a full-fledged member of the 
public health team. The partnership in 
the second 50 years will be even more 
productive. 


Mr. Erhardt is director, Bureau of Records and Statistics, City Department of 


Health, New York, N. Y. 


This paper was presented before a Joint Session of the Association for Vital 
Records and Public Health Statistics and the Statistics Section of the American 
Public Health Association at the Eighty-Sixth Annual Meeting in St. Louis, Mo., 


October 27, 1958. 


1959 Health Show at Coliseum 


The second Health Exposition at the 
New York Coliseum is now being 
planned. An 11-member Advisory Coun- 
cil is already at work. Its chairman is 
Morey R. Fields, Ph.D., director, Bureau 
of Public Health Education, New York 
City Health Department, which sponsors 
the health education aspects of the show. 
Among other members of the committee 
are four physicians: Nathaniel Cooper, 
director of health of the Community 
Council of Greater New York; Henry I. 
Fineberg, deputy commissioner, New 


York City Department of Hospitals, and 
president-elect, New York State Medical 
Society; George Wheatley, 3rd_vice- 
president, Health and Welfare, Metro- 
politan Life Insurance Company; and 
Joseph Golomb, chairman, public health 
committee, Coordinating Council, Ist 
District Branch of the State Medical 
Society. 

The dates are August 5-15, 1959. As 
in 1958, the admission fee will be 
nominal due to the cooperation of the 
officers of the New York Coliseum. 
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This is a paper of basic interest and shows that technical matters can be 
presented with intelligent humor. The author points out that a statistical 


binomial model used to determine the consistency of observations with 


a genetic hypothesis has a low discriminatory ability. The reasons 


for this performance are discussed. 


A METHODOLOGICAL PROBLEM IN TESTING A 
RECESSIVE GENETIC HYPOTHESIS 


IN HUMAN DISEASE 


Abraham M. Lilienfeld, M.D., M.P.H., F.A.P.H.A. 


HE DETERMINATION of whether a given 

human disease is inherited is often 
quite difficult. In genetic studies the 
three available approaches are: 

1. The study of the familial aggregation of 
the disease 

2. Twin studies 

3. The study of the frequency of consan- 
guineous matings among parents of individuals 
with the disease. : 


Here I shall discuss one aspect of the 
study of familial aggregation in which we 
have been interested during the past few 
years. The other approaches are men- 
tioned to indicate that the present dis- 
cussion is not all-inclusive and is limited 
to one specific method of determining 
genetic factors in human disease. 

We realize that the determination of 
familial aggregation of a human disease 
is not necessarily indicative of genetic 
factors, since it may be a result of en- 
vironmental factors common to family 
members. However, the presence of 
familial aggregation is obviously con- 
sistent with a genetic hypothesis. To 
distinguish between genetic and environ- 
mental causes, investigators try to elimi- 
nate possible environmental etiological 
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factors and to increase the specificity of 
the consistency of the observations with 
a genetic hypothesis. Thus, attempts 
are made to determine whether the ob- 
servations agree with a dominant-gene 
hypothesis, a recessive-gene hypothesis, 
sex-linked genes, and so forth, This has 
led to the development of various statis- 
tical technics to test these specific hy- 
potheses, the technics depending on the 
type of data collected. One such test 
was used by Steinberg and Wilder’ in 
analyzing the inheritance of diabetes 
mellitus, which was similar to one used 
by Allan in 1933* to study the same dis- 
ease entity, although it has not been 
used to any great extent during the in- 
tervening years. 

Steinberg and Wilder presented data 
collected from a clinic group of diabetic 
patients who supplied information on the 
age and diabetes history of their parents 
and siblings. The data were used to 
test the hypothesis that diabetes is due 
to a single recessive gene under the fol- 
lowing assumptions: (1) random mat- 
ing, (2) equal fertility of all types of 
matings, (3) equal viability of all off- 
spring, and (4) independence of age of 
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Table 1—Derivation of binomial model for testing recessive gene hypothesis 


Frequency 


Frequency 
Populati ~ Parental Proportion in Total Proportion of 
No. of — of Recessive Population Each Mating 
Parental Offspring of Mating Class Among 
Affected Guna of Parental lation Who in Each Cl f P 
, ypes in Eac ‘lass arents of 
Parents Matings by Are Capable Mating Affected 
Genotypes of Producing Class Affected Offspring 
Affected Offspring 
Offspring 
(a) (b) (c) (d)=(e)x(b) (e)=(d)/p’ 
0 AAxAA 
AAxAa 4q’p 
AaxAa 4p*q° 4p*q° 
l AAxaa 2p*q’ 
Aaxaa 4p*q 2p*q 2pq 
2 aaxaa p* p* 


onset of diabetes in the affected offspring 
from type of parental mating. 

Assuming that the clinic population 
is equivalent to a random sample of 
diabetic offspring from a general popu- 
lation, the following test of the simple 
recessive-gene hypothesis is made: 

1. The number of each of the three 
types of parental matings is determined, 
i.e., the number of patients, neither of 
whose parents had diabetes; the number 
of patients, one of whose parents had 
diabetes; and the number, both of whose 
parents had diabetes. These represent 
the observations. 

2. The gene frequency, denoted by 
“p.” is determined from the frequency 
of diabetes among the parents of the 
diabetic patients by standard methods. 

3. The expected proportion of each of 
the mating types, i.e., expected on the 
basis of the recessive-gene hypothesis, 
should be q’, 2pq, and p’ for the neither 
parent affected, one parent affected, both 
parents affected matings, respectively, 
where q=1-p. 

1. The observed distribution of 
parental mating types is tested by means 
of a chi-square test to see if it agrees 
with the expected distribution. 

The derivation of the test—which we 
shall call the “binomial test’”—is pre- 


sented in Table 1. It is based on the 
Hardy - Weinberg equilibrium, from 
which the frequencies of those parental 
matings capable of producing affected 
offspring are determined. These fre- 
quencies are then reduced by the ratios 
14, 14, and 1 to obtain the frequency 
in the population of the types of parental 
mating classes among affected offspring. 
The proportion of each parental mating 
class among the parents of the affected 
offspring is then determined by division 
of the previously obtained frequencies 
by p. The resultant frequencies are 
binomially distributed. Essentially, this 
model determines the expected propor- 
tion of the three different possible types 
of parental mating among a group of 
affected individuals, providing the dis- 
ease was determined by a recessive gene. 

Steinberg and Wilder applied this 
test to other published data on diabetes. 
In Table 2 we have reproduced from 
their paper a table containing the results 
of this application. Note that of four 
sets of data three fit the recessive gene 
model, as indicated by P values of over 
0.05, whereas one does not, the P value 
being less than 0.01. 

We were interested in the adequacy 
of this particular test in discriminating 
between genetic and nongenetic factors, 
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since we thought that it might be possi- 
ble to obtain a similar kind of model on 
nongenetic assumptions. Paul Meir and 
I looked at this possibility on theoretical 
grounds and it became apparent that 
some nongenetic causes of familial ag- 
gregation may be represented by a bi- 
nomial model, However, the most rea- 
sonable way to study this was to obtain 
similar data on an individual character- 
istic which occurred with a certain de- 
gree of familial aggregation primarily 
due to nongenetic, social, or environ- 
mental conditions. These data would be 
analyzed as if one were attempting to 
determine whether this characteristic 
was inherited as a recessive gene by 
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means of the binomial test. Two rather 
similar characteristics were investigated 
in this manner. 

The first characteristic we were able 
to study was attendance at medical 
school. By means of a questionnaire all 
students attending the University of Buf- 
falo Medical School were asked whether 
or not their parents were physicians. 
The questionnaire was completed by 261 
students; about 15 to 20 students did not 
complete or hand in the questionnaire. 
Thus, the characteristic was considered 
as attending or having attended a medi- 
cal school sometime during an_indi- 
vidual’s life span. Table 3 contains the 
distribution of the students by the fol- 


Table 2—Comparison of expected frequencies of matings yielding diabetic offspring 


with observed frequencies for four sets of data* 


Steinberg and 
Wilder 


Pincus and White 


Harris 


Allan 


Mating 


Expected Observed Expected Observed Expected Observed 


Expected Observed 


Both parents 

diabetic 21.6 22 
One parent 

diabetic 370.8 370 
Neither parent 


diabetic 1,588.6 1,589 


3.1 8 
118.8 109 


1,119.1 1,124 


X*? (1d. f.) 0.009 


P >0.90 


* From Steinberg and Wilder’, p. 127. 


Table 3—Comparison of observed and expected numbers of parental 
mating classes among offspring attending medical school 


Parental Mating Class 


No. of Medical Students 
in Mating Class 


Observed Expected 


Both parents physicians 
One parent physician 
Neither parent physician 


Total 


0 
32 
229 


261 


Pp = “gene frequency” 
Chi-square (1 d.f.) 
P 


0.0613 
1.14 
0.30>P>.20 
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i 788 80 19.4 17 
| | 0.119 2.109 8.573 
ee >0.70 >0.10 <0.01 
1.0 
30.0 
230.0 
| 261.0 
201 


Table 4—Comparison of observed and expected numbers of parental 
mating classes among offspring attending the University of Buffalo 


No. of Students in Each 


Mating Class 
Parental Mating Class 
Observed Expected 
Both parents attended University of Buffalo 14 4.4 
One parent attended University of Buffalo ‘ 232 251.6 
Neither parent attended University of Buffalo 3,640 3,630.0 
Total 3,886 3,886.0 
p= “gene frequency” 0.0335 
Chi-square (1 d.f.) 22.51 
P <0.001 


lowing three parental classes: (1) neither 
parent had attended a medical school, 
(2) one parent had attended a medical 
school, and (3) both parents had at- 
tended a medical school. From these 
data the equivalent to the gene fre- 
quency, p, was estimated as 0.0613. Ex- 
pected numbers based on a binomial 
distribution were obtained and a chi- 
square test of the goodness of fit of the 
observed numbers with expectations re- 
sulted in a probability level of between 
0.2 and 0.3. From a purely formalistic 
viewpoint, one could then make the in- 
ference from these data that attendance 
at medical school was consistent with a 
recessive gene hypothesis. It is quite 
apparent that the test of the genetic 
hypothesis was not able, in this instance, 
to distinguish a type of familial aggrega- 
tion that is principally determined by 
sociocultural factors. 

Since the number of individuals in 
the sample was small and the parental 
mating class with two affected parents 
was absent, we selected another char- 
acteristic for a similar analysis. This 
characteristic was defined as attendance 
at the University of Buffalo and all 
students attending the university are con- 
sidered as being affected. At the time 
of registration at the university all stu- 
dents are asked to indicate on the regis- 
tration card whether or not any of their 


family members had previously attended 
the University of Buffalo. On the basis 
of this information it is possible to de- 
fine the following three types of parental 
matings: (1) neither parent had pre- 
viously attended the university, (2) one 
parent had attended the university, and 
(3) both parents had attended the uni- 
versity. 

The distribution of the total 3,886 
students by type of parental mating is 
presented in Table 4. The “gene-fre- 
quency,” p, was estimated, binomial ex- 
pectations were computed, and a chi- 
square test applied to the data. Chi-square 
was quite high at a probability of less 
than 0.001, indicating a lack of fit be- 
tween expectancy and observation. On 
the basis of this lack of fit one would 
infer that attendance at the university 
is not determined by a recessive gene. 
However, since investigations of human 
diseases rarely deal with a group as 
large as 3,886 affected individuals, we 
considered it desirable to see what effect 
smaller samples would have on the prob- 
ability levels. This was studied by ex- 
perimentally sampling the population of 
university students and determining the 
proportion of samples that have a good 
fit with binomial expectations. Such a 
sampling experiment was carried out 
with random number cards and an 
electronic computer. 
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Two sample sizes were investigated: a 
sample size of 900 representing approxi- 
mately 25 per cent of the popula- 
tion and one of 1,900 representing ap- 
proximately 50 per cent of the popula- 
tion. For each sample size the computer 
generated 100 random samples. For 
each sample of each size a “p” value was 
computed and binomial expectations ob- 
tained. Chi-squares for each sample 
were determined. In Table 5 we have 
presented the frequency of samples by 
various chi-square values, together with 
their probability levels. 

From Table 5 we note that in 54 per 
cent of samples of size 900 the chi- 
square was less than 3.841, with 
probability values greater than 0.05. 
Expressing this in terms of our genetic 
hypothesis, this indicates that in 54 per 
cent of instances a sample of 900 would 
have a result that was consistent with a 
recessive genetic hypothesis, even though 
the population data, from which this 
sample was drawn, was not consistent 
with a recessive gene hypothesis. When 
the sample size increases to 1,900 the 
proportion of samples that fit expecta- 
tions decreases to 27 per cent at 5 per 
cent probability levels. In other words, 
given an individual sample of size 900, 
in which a good fit with expectation is 
obtained, we would be wrong about 54 
per cent of the time in making a genetic 
inference, and with a sample size of 
1,900 our chances of error would be 
about 27 per cent. 

The lack of discriminatory ability of 
the chi-square test in this situation 
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probably results from the small numbers 
expected in the “both parents affected” 
category, and this in turn is a function 
of the estimated gene frequency “p.” 
Unfortunately, most genes of interest in 
genetic studies also have low frequencies 
and small expectations in the “both 
parents affected” category are the rule 
rather than the exception, 


Discussion 


It is evident from the foregoing that 
it is quite possible to obtain a good fit 
to at least one genetic statistical model 
when analyzing a ‘characteristic that 
may be predominantly environmentally 
determined, providing that there is a 
degree of familial aggregation similar to 
that found in genetically determined 
conditions. The existence of such a 
possibility emphasizes the need for con- 
siderable caution in drawing genetic 
inferences from the mere existence of 
familial aggregation in conditions, such 
as cancer and psychoses, in which it has 
not been possible as yet to fit any defini- 
tive genetic model. The problem we 
have considered is a specific illustration 
of the difficulties encountered in deter- 
mining whether a disease is inherited. 
This has been recently discussed by 
David and Snyder* and by Neel.* 

The results that we have obtained are 
not as startling as may appear at first 
glance. They have been implied by 
Dahlberg in a recent discussion where 
he states that, “It should be clear from 
the foregoing that for statistical anal- 


Table 5—Distribution of samples derived by experimental sampling by 
chi-square and probability values for sample sizes of 900 and 1,900 


Chi-Square Values , P 


Per cent Distribution of Samples 


(1 df.) Sample Size 
900 1,900 
Less than 3.841 >0.05 54 27 
3.842-6.635 0.05<P<0.01 13 ll 
6.636-10.827 0.01<P<0.001 12 14 
Greater than 10.827 <0.001 21 48 
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yses of heredity, and particularly when 
the traits are at all common, we must 
have recourse to other and sharper 
methods than the mere finding that a 
given trait has a frequency that agrees 
fairly well with the classical number 
of 14.”° 

In view of these findings it is neces- 
sary to consider what additional criteria 
are necessary in order to increase the 
validity of a genetic inference. We use 
the term “additional” since the applica- 
tion of the statistical test discussed in 
this report may be considered a neces- 
sary first step in a genetic study. Several 
investigators have suggested such addi- 
tional criteria. Dahlberg states that, 
“Far more reliable conclusions can be 
drawn if one studies the frequency of 
the trait in each category of relatives 
separately and then compares the actual 
figures with theoretical ones deduced 
from the formulae . . . given. . . . Then, 
if all the figures show good agreement 
random or environmental factors can 
hardly be responsible. ... Such an 
assumption can be considered if, in 
addition, the frequency of the trait in 
the basic population is the same as the 
figure in column 1 of the table (in the 
original paper) because this figure is the 
basis for all the other figures. If at first 
we do not know the frequency of the 
trait-carriers in the population, we can 
find out by a suitable sampling pro- 
cedure.”* To these remarks must be 
added the statement by David and 
Snyder, that “the cogency of data on 
familial incidence or on twin concor- 
dance as evidence for the significant 
implication of genetic factors in the 
etiology of a disease rests ultimately 
upon the exhaustiveness with which it 
has been possible to exclude environ- 


mental factors as responsible for the 
associations found.’ 

As shown by the findings among the 
students of the University of Buffalo, 
deviations from hypothesis which are 
easily detected in a large sample may 
have only a small chance of detection 
in a small sample. When tests of this 
kind are performed it is essential that 
the magnitude of deviation which might 
reasonably go undetected be taken into 
account. Convincing proof that this 
coneern is not purely academic may be 
found by studying other nongenetic 
characteristics with the standard genetic 
tools. Such investigations may be of 
further use by indicating the magnitude 
of deviations from genetic ratios which 
may generally be expected and the 
sample sizes needed to distinguish them 
from genetic ratios, 


Summary 


A binomial model, used for determin- 
ing the consistency of observations with 
a recessive gene hypothesis, is shown 
to have a low ability to discriminate 
between genetic and nongenetic hypoth- 
eses. Reasons for such performance are 
briefly reviewed. Of particular interest 
is the indication that very large sample 
sizes of affected individuals may be 
necessary to reduce the chances of 
making erroneous inferences to an 
acceptable level. 
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An important question in the conduct of health surveys is—should each 
adult be interviewed for himself or can valid information for all adults 
be provided by one household respondent? Here is a study which 


provides information on this subject. 


A VALIDATION OF INFORMATION PROVIDED BY 


HOUSEHOLD RESPONDENTS IN HEALTH SURVEYS 


Philip E. Enterline, M.A., F.A.P.H.A., and Katherine G. Capt 


N A NUMBER of health surveys an “eligi- 

ble” household respondent has been 
used to obtain information as to the 
medical and personal history of other 
adult members of the household not 
present at the time the interviewer 
calls. This choice has been justified 
partly on the basis of the greatly in- 
creased field costs, estimated on one 
survey at between 50 to 70 per cent,’ 
were call backs to be made and each 
adult interviewed for himself. When 
sample size is balanced against the bias 
which probably results from using data 
supplied by household respondents, it 
has been argued that for a given amount 
of money better estimates will be ob- 
tained if sample size is increased and 
some bias tolerated.* The crucial part 
of this argument lies in the magnitude 
of this bias. 

Some data are available which suggest 
that household respondents may under- 
report disease for others in the house- 
hold, with the result that when household 
respondents are used the prevalence of 


* Nore: It is recognized that for some pur- 
poses, responses by individuals for themselves 
are also biased. For this presentation, re- 
sponses by individuals for themselves will be 
treated as unbiased estimates of the parameters 
under study. 
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disease is underestimated when com- 
pared with data which would be ob- 
tained if all individuals were interviewed 
for themselves, In the Hunterdon 
County Health Survey, for example, it 
was found that persons reporting for 
themselves reported more disease than 
they reported for others; and reported 
for themselves a greater proportion of 
the conditions which were subsequently 
diagnosed than they reported for others.” 
Similar results were obtained in the 
Baltimore Health Survey.” In neither 
survey were persons reporting for them- 
selves, and persons for whom informa- 
tion was supplied by other household 
members, drawn from the same universe, 
so that there is some doubt as to the 
proper interpretation of these findings. 

This is a report of a study in which 
an experimental design was used. Adult 
males for whom information was de- 
sired, but who were not at home at the 
time the interviewer made her initial 
visit, were divided at random into two 
groups. For one group the desired in- 
formation was provided partly by an 
eligible household respondent and partly 
by a questionnaire left at the house to 
be completed by the male when he re- 
turned; for the other group revisits 
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Table 1—Males 35 years of age and over 
enumerated and interviewed 


Number 
Males 35 and over enumerated 2,033 
Interview information obtained 2,002 


At home at time of first visit, 
interviewed 1,383 


Not at home at time of first visit 619 


Revisited until male found at 


home 307 
Information obtained from 

household respondent 312* 

Interview information not obtained 31 

Refused interview 13 
Unable to locate or away for du- 

ration of survey 8 
Unable to interview due to health 

or language difficulty 10 

* Two of felted Gaal some 


of the tables which follow. 


were made until the male was found 
at home.* Thus, for males not at home 
it was possible to compare certain data 
obtained from household respondents 
with data obtained directly from the in- 
dividuals for whom information was de- 
sired on the basis of probability samples 
drawn for the two groups. For certain 
other data it was possible, on the same 
basis, to compare responses to a self- 
administered questionnaire with those to 
an interviewer administered question- 
naire. 

The data presented here were derived 
from a health survey conducted in 
November, 1956, in six counties in 
northeastern North Dakota? by the U. S. 
Bureau of the Census under a contract 
with the Heart Disease Control Program 
of the U. S. Public Health Service. This 
area is largely agricultural. In 1950, 


* An eligible household respondent was de- 
fined as a responsible related member of the 
household 18 years of age and over. 

+ Cavalier, Pembina, Ramsey, Walsh, Nelson, 
and Grand Forks Counties. 


of the 106,595 persons in the area, about 
a third were living on farms, a third 
were living in rural areas but not on 
farms, and a third were living in urban 
areas, 

The survey consisted of an enumera- 
tion of persons living in dwelling units 
falling in an area probability sample 
of all dwelling units in the six-county 
area. In households where males 35 
years of age and over were identified, 
each was to be interviewed regarding 
personal characteristics, work history, 
food habits, cigarette smoking, illness, 
medical care, health symptoms, and 
characteristics of parents. About 10 per 
cent of all occupied dwelling units in the 
area, or a total of 2,791 dwelling units, 
fell in the sample. For these, an enumera- 
tion was obtained in 2,642, or 94.7 per 
cent, resulting in the identification of 
1,886 males 35 years of age and over. 

Table 1 shows the numbers of males 
35 years of age and over enumerated 
and those for whom an interview was 
obtained. These data have been weighted 
for differences in the sampling ratios 
between urban and rural areas and for 
subsampling in some of the larger sam- 
ple segments so that the total shown ex- 
ceeds the 1,886 males actually enumer- 
ated. An interview was obtained for 
all but 31 of the enumerated males 35 
years of age and over. Of those for 
whom an interview was obtained, about 
a third were not at home at the time the 
interviewer first visited. 

Care was taken so that the decision 
whether or not to accept information 
from an eligible household respondent 
was not influenced by the interviewer. 
When the dwelling units had been listed, 
prior to actual contact with the house- 
holds, alternate dwelling units on the list 
were checked to indicate whether, in the 
event a male 35 years or over was pres- 
ent in the household but not at home, 
the interviewer was to accept informa- 
tion from an eligible household respond- 
ent or to revisit until he could be found 
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at home. Thus, no bias in selection 
could be introduced by the interviewer 
due to the location of the household or 
the reception received. 

In most cases the household respond- 
ents in this study were the wives of 
the men about whom information was 
desired. Of 248 interviews (unweighted ) 
in which the relationship of the house- 
hold respondent to the male 35 years 
of age and over was recorded, the man’s 
wife provided the interview information 
in 231 or 93.1 per cent. 


Findings 


Table 2 compares the responses ob- 
tained from eligible household respond- 
ents for males not at home on first visit, 
using a check list of diseases, with in- 
formation obtained directly by revisiting 
until the male was found at home.* 
There appears to be no consistent differ- 


* The standard error of the difference in this 
and the tables which follow was computed on 
the assumption of simple random sampling. 
Since an area probability sample was actually 
used, the standard errors may in some instances 
be understated with the result that the prob- 
abilities shown are too low. 
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ence in the two sets of responses, and 
except for the question about a history 
of rheumatic fever none of the differ- 
ences observed are statistically signifi- 
cant. No difference was observed be- 
tween the number of the listed conditions 
per person reported by household re- 
spondents and the number reported by 
males for themselves, as is shown at the 
bottom of the table. 

Conditions or logical groupings of 
conditions listed in Table 2 for which 
at least 25 affirmative replies were re- 
ceived are shown in Table 3 along with 
the numbers of conditions reported in 
response to a general question about 
chronic conditions or ailments.+ The 
results are surprisingly similar, particu- 
larly when the group of diseases which 
essentially make up cardiovascular dis- 
ease and when stomach ulcer are com- 
pared. 

Responses to a question on the history 
of disease in the family are shown in 
Table 4. No clear pattern of differences 
can be seen and with but one exception, 
the differences observed were not statis- 


+ In the interview the general question pre- 
ceded the check list of diseases. 


Table 2—*“Have you (has he) ever been told by a doctor 
that you (he) had... ?” 


Per cent Answering “Yes” 


Information Information Probability 
Provided Provided Difference 
by Self by Others Due to 
Condition n=307 n=310 Chance 


Heart trouble 5.5 7.4 
Stroke 1.3 0.3 
High blood pressure 9.8 6.7 
Rheumatic fever 2.0 5.1 
Kidney trouble 6.5 5.4 
Diabetes 13 2.9 
Asthma 4.6 2.9 
Varicose veins 5.9 7.1 
Stomach ulcer 11.7 12.8 
Gall bladder trouble 7.5 5.1 


Conditions per person 0.56 0.56 
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Table 3—(1) “Have you (has he) ever been told by a doctor that you 
(he) had... ?” (2) “Do you (does he) have any chronic conditions or 
ailments . .. What are they?” 


Information Information Probability 


Provided Provided Difference 


by Self by Others Due to 
Condition n=307 n=310 Chance 
1. Per cent answering “yes” 
Heart trouble, high blood pressure 
or stroke 13.7 13.1 0.83 
Stomach ulcer 11.7 12.8 0.67 
2. Number of chronic conditions or ail- 
ments (average per person) 0.45 051 0.49 
Chronic conditions or ailments doctor 
was seen about (average per per- 


son) 0.40 0.44 0.62 


Table 4—(1) “Did your (his) father ever have... ?” (2) “Did your 


Chis) mother ever have ... ?” 


Per cent Answering “Yes” 


‘Information Information Probability 
Provided Provided Difference 
by Self by Others Due to 
Condition n=307 n=312 Chance 
1. Father 
Heart attack 14.7 19.2 0.14 
High blood pressure 143 10.6 0.16 
Stroke 19.2 15.7 0.26 
Any of these 35.8 35.9 0.98 
2. Mother 
Heart attack 13.7 14.7 0.72 
High blood pressure 22.1 23.4 0.70 
Stroke 16.3 9.6 0.01 
Any of these 37.1 36.2 0.82 


tically significant. It »3 of interest, how- 
ever, that males providing information 
about their parents tended to report 
fewer heart attacks and more strokes 
than did the household respondents. 
This parallels the differences shown in 
Table 2. 

A section of the interview dealt with 
eating habits and since the over-all 
study of which this interview was a part 


dealt with the epidemiology of coronary 
heart disease, particular attention was 
paid to the consumption of dietary fat. 
Table 5 shows the average daily grams 
of fat eaten as reported by household 
respondents and as reported by men 
for themselves. This was computed from 
a brief dietary history form adminis- 
tered by the interviewer dealing with 
selected common foods known to be high 
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in fat content. The frequency distribu- 
tions differ somewhat and the difference 
in mean grams of daily fat intake as 
reported by individuals for themselves 
compared with reporting by household 
respondents borders on statistical signifi- 
cance. The higher value reported by 
household respondents may reflect more 
complete reporting rather than over- 
reporting, since a more thorough dietary 
study of a subsample of the population 
dealt with here shows a mean daily fat 


Table 5—Estimated daily grams of fat in 
diet based on dietary information pro- 
vided by males 35 and over for them- 
selves and provided by others 


Information Information 
Provided Provided 
by Self by Others 
n=307 n=312 


Grams Fat 
in Daily Diet 


Under 80 
80-119 
120-159 
160-199 
200 and over 
Total : 312 
126.8 133.5 
P=0.05 


Mean grams fat 
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intake of about 140 grams.‘ In this 
connection it is of interest that there 
appears to be a strong, although ap- 
parently undocumented, belief among re- 
search nutritionists that in regard to 
foods eaten at home wives can furnish 
more complete dietary information about 
their husbands than their husbands can 
furnish about themselves; and, as has 
been pointed out, most of the household 
respondents in this study were the wives 
of the men about whom information was 
desired, 

A comparison of information on age, 
weight, stature, and recent medical care 
obtained by revisiting a randomly se- 
lected half of the males not at home on 
first visit and interviewing an eligible 
household respondent about the other 
half is shown in Table 6. The differ- 
ences were not statistically significant. 
The similarity of reporting on weight 
gain since 25 years of age is interesting 
considering the probable unreliability of 
such information. 

In order to see how these findings 
might be affected by the age and occupa- 
tional distribution of the population 
studied, health data were grouped by 
age and occupation as is shown in Tables 


Table 6—Selected estimates based on information provided by males 
35 and over for themselves and provided by others 


Probability 
Difference 
Due to 
Chance 


Information 
Provided 
by Others 

n=312 


Information 
Provided 
by Self 
n=307 


Item About Male 
35 and Over 


Mean age in years 51.7 50.4 0.14 
Mean weight in pounds 176.1 174.4 0.37 
Mean stature in inches 69.3 69.4 0.73 


Per cent gaining 20 pounds or more 
since 25 43.7 46.2 0.54 


Per cent gaining 30 pounds or more 
since 25 23.3 22.3 0.76 


Per cent seeing doctor in past 12 


months 50.8 48.7 0.60 
Per cent hospitalized in past 12 months 8.7 
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Table 7—Health information provided by males for themselves and provided by others 
for selected age groups 


i 


Per cent with Heart Trouble, High 
Blood Pressure or Stroke Diseases on Check List per Person Chronic Ailments per Person 


Information Information Probability Information Information Probability Information Information Probability 
Provided Provided Difference Provided Provided Difference Provided Provided Difference 
by Self by Others Due to by Self by Others Due to by Self by Others Due to 
n= 307 n=310 Chance n= 307 n= 310 Chance n= 307 n=310 Chance 


9.5 8.9 0.87 0.38 0.49 0.69 0.39 0.51 0.16 
9.9 1.1 0.79 0.53 0.50 0.93 0.44 0.48 0.65 
14.7 15.8 0.86 0.53 0.60 0.86 0.39 0.53 0.11 
23.7 23.7 _ 1.05 0.82 0.73 0.58 0.53 0.61 


Table 8—Health information provided for males for themselves and provided by others, 
farmers, and other occupational groups 


Farmers Other Occupations 


Information Information Probability Information Information Probability 
Provided Provided Difference Provided Provided Difference 
by Self by Others Due to by Self by Others Due to 
Item n=134 n=140 Chance n=173 n=172 Chance 


Per cent heart trouble, 
high blood pressure 
or stroke 14.2 . 0.96 


Per cent having stomach 
ulcers 14.9 0.90 


Listed conditions per 
person 0.61 0.88 


Chronic conditions or 
ailments per person 0.49 0.78 0.41 


7 and 8. With regard to age there ap- _ fewer chronic conditions or illnesses than 
pears to be no consistent pattern, ex- were reported for them by others. 
cept for a possible tendency for males When the survey in North Dakota 
65-74 to report more disease for them- _ was planned, it was decided that a house- 
selves than others report for them. On hold respondent could probably not pro- 
the other hand, males in the next lower vide information on the work history, 
age group reported less disease than cigarette smoking habits, and the per- 
others reported for them. sonal health symptoms of males 35 and 
Nor are there any consistent differ. over. In households where a male 35 
ences when farmers are compared with years of age or over was identified but 
all other occupational groups. Where was not at home and where the inter- 
the check list of diseases was used, con- _— viewer's instructions indicated that an 
ditions reported per person were greatest _ eligible respondent could be interviewed, 
when farmers reported for themselves a questionnaire covering these items was 
and when a household respondent re- left by the interviewer. This was to be 
ported for other occupational categories. _ filled out and mailed to the local office 
On the other hand, both farmers and _ of the Bureau of the Census. Of a total 
all other occupational groups reported —_ of 312 self-completed questionnaires left 


210 VOL. 49, NO. 2, A.J.P.H. 


Age 
35-44 
45-54 
55-64 
65-74 
0.78 
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for mailing, 10 were either not returned 
or were not fully completed. 

A comparison of the results obtained 
with the self-completed questionnaires 
and for the schedules completed by the 
enumerator appears in Table 9. Shown 
are estimates of the prevalence of chest 
pain, estimates of cigarette smoking, and 
replies to a question on nervousness.” 

It is interesting that for all items 
shown in Table 9, the self-completed 
questionnaire resulted in lower estimates 
of an attribute which in terms of health 
is considered by many to have a bad 
connotation. Unfortunately, no direct 
questions regarding health were asked 
on the self-completed questionnaire so 
that it is not known whether less disease 
would have been reported by this 


* The comparison made on the nervousness 

question is not valid as for other items. The 
question asked was “Comparing yourself with 
others, how nervous or tense would you con- 
sider yourself, more than average or less than 
average.”” Of the 307 persons asked this ques- 
tion by the interviewer, 132 said they were 
“average” despite instructions to the interviewer 
to encourage a “more” or “less” response. 
302 self-completed questionnaires returned, 
only 25 persons said they were “average”— 
probably because there was no box labeled 
“average” which could be checked and this 
reply had to be written in. 
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method. The only other items asked 
dealt with an occupational history and 
these replies were quite similar on the 
self-administered and the interviewer- 
administered questionnaires. 


Conclusions 


It is of course difficult to generalize 
about biases in health information pro- 
vided by household respondents regard- 
ing others in the household. These will 
probably vary somewhat with the char- 
acteristics of the respondent and with 
the nature and seriousness of the health 
condition or disease under consideration. 
The case presented here is undoubtedly 
an important one, however, in that the 
household respondent will, in most cases, 
be a housewife and her husband, the 
adult, for whom she answered. While, 
because of the small numbers of cases 
involved, not much can be said about 
specific disease categories, it appears 
that in administering the types of health 
questions used in the North Dakota 
Health Survey, the use of household 
respondents will probably result in no 
less disease reported in total and for 
broad disease categories than would be 


Table 9—Selected estimates based on information obtained from a self- 
completed questionnaire and on information obtained by an interviewer 
from the person himself 


Self-Completed 
Questionnaire 


Information 
Obtained by 


Interviewer 


Probability 
Difference 
Due to 


Item n=302 n=307 


Chance 


Per cent reporting pain in chest 16.8 18.6 
Per cent possible angina pectoris 4.6 6.8 


64.2 67.8 
52.0 54.4 


0.56 
0.24 
0.35 


Per cent who ever smoked cigarettes 
Per cent who now smoke cigarettes 


Cigarettes per day (those now smok- 


ing) 18.5 18.8 


Per cent who believe they are more 
nervous than average 


33.0* 41.17 


* Based upon 276 replies. 
+ Based upon 175 replies. 
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the case if each adult were to be inter- 
viewed for himself. 

As might have been expected, no im- 
portant differences were noted when 
fairly objective type questions on age, 
height, and weight were asked. On the 
other hand, the difference in information 
obtained on diets by the two methods 
possibly has significance for future nu- 
trition research. In addition, the small 
but apparently consistent underreporting 
on the self-completed questionnaires was 
interesting and suggests the need for 
further exploration in this area. 


REFERENCES 


1. Chronic Illness in a Large City (Vol. IV). Cam- 
bridge, Mass.: Harvard University Press, 1957, p. 364. 

2. Elinson, Jack, and Trussel, Ray E. Some Factors 
Relating to Degree of Correspondence for Diagnostic 
Information as Obtained by Household Interviews and 
Clinical Examinations. A.J.P.H. 47:311-321 (Mar.), 
1957. 

3. Krueger, Dean E. Measurement of Prevalence of 
Chronic Disease by Household Interviews and Clinical 
Evaluations. Ibid. 47:953-960 (Aug.), 1957. 

4. Zukel, W. J.; Lewis, Robert H.; Enterline, Philip E.; 
Painter, Robert C.; Ralston, Lioyd S.; Fawcett, 
Robert M.; Meredith, Alla P.; and Peterson, Beatrice. 
A Short Term Community Study of the Epidemiology 
of Coronary Heart Disease—A Preliminary Report on 
the North Dakota Study. Paper presented at the 
American Public Health Association Annual Meeting, 
October 30, 1958. (To be published in A.J.P.H.) 


Mr. Enterline is chief statistician, Heart Disease Control Program, U. S. 
Public Health Service, and Mrs. Capt is survey statistician, Division of Statistical 
Research, U. S. Bureau of the Census, Washington, D. C. 

This paper was presented before the Statistics Section of the American Public 
Health Association at the Eighty-Sixth Annual Meeting in St. Louis, Mo., 


October 29, 1958. 


Taboo on Portable Kerosene Heaters 


New York State now has a law pro- 
hibiting portable kerosene heaters in 
multiple dwellings. The reasons: they 
constitute a fire hazard and are a source 
of carbon monoxide gas. The law goes 
into effect on July 1, 1959. Approved 
heaters of this type are those “that are 
non-flue-connected, self-contained, and 
self-supporting with a maximum metallic 


reservoir of not more than two gallons” 
and “designed to be carried from one 
location to another, equipped with a 
sheet metal tray under the burner and 
safety control to stop the flow of oil in 
the event of overturn or of a flame 
failure.” Even these should not be used 
in sleeping quarters because of the 
danger of carbon monoxide poisoning. 
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The First National Institute on Veterinary Public Health Practice, held at 


the University of Michigan, October, 1958, marked a turning point in the 
development of this important field of community health. The following 


THE FIRST NATIONAL INSTITUTE ON VETERINARY 
PUBLIC HEALTH PRACTICE 


Leonard M. Schuman, M.D., M.Sc., F.A.P.H.A. 


Fo" every new discipline or new ap- 
plication of an old discipline a period 
of time must elapse in which associa- 
tions are made, interrelationships with 
other disciplines are established, work 
loads are accepted, short-range goals 
set, emergencies met, and immediate 
problems tackled. Though there may be 
some preoccupation, among the mem- 
bers of the discipline, with their accept- 
ance by other personnel in their daily 
working relationships, and some thought 


.as to long-range objectives for the disci- 


pline, the press of immediate problems 
as well as the need to prove one’s worth 
allow but little time in this initial period 
for serious reflection on which to estab- 
lish a philosophy to guide the future 
policies and long-range objectives of the 
group and its activities. (This is not to 
deny the existence of leadership in such 
a period, for the very establishment of 
a new application of knowledge or a new 
discipline necessitates profound thought 
and the courage of conviction.) How- 
ever, this is as it should be. for the 
initial period is a period for the estab- 
lishment of lines of communication and 
spontaneous development of leadership. 

For a long time the veterinarian has 
made and will continue to make contri- 
butions to the public health, but the 
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overview offers provocative glimpses of what went on at this meeting. 


veterinarian in public health as a career 
specialist is a relatively new phenom- 
enon, and has but recently completed 
the period of initial orientation de- 
scribed above. A small group of public 
health workers, with their fingers on the 
pulse of veterinary public health, sens- 
ing that the end of this initial period 
was drawing near, becoming aware of 
the restlessness within the discipline en- 
gendered by a failure of agencies to 
utilize fully the training and capabilities 
of its members, and feeling the need for 
stock-taking and reorientation toward a 
greater application of the veterinarian’s 
talents, met to plan an Institute on 
Veterinary Public Health Practice. 

It was apparent to the planning group 
that technical contributions to public 
health were being made continuously 
and in increasing numbers by veteri- 
narians, and that adequate opportunities 
existed for the free interchange of tech- 
nical information through the media of 
professional meetings, journals, confer- 
ences, and seminars, but that to this time 
there had been no well organized efforts 
at an interdisciplinary study of the 
maximum utilization of the talents of 
all veterinarians (in private practice, in 
industry, in voluntary agencies, and in 
official health and other agencies) in be- 
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half of public health programs. The 
time had come, it was felt, to appraise 
current practices of veterinarians in 
public health, to determine their worth, 
and to consider newer applications on 
the basis of newer public health prob- 
lems and needs. Furthermore, no or- 
ganized documentation of practices 
existed; no textbook was available; no 
manual had been prepared from which 
an agency or agency worker could ex- 
tract the necessary information on the 
role which a veterinarian could play, or 
the utilization which could be made of 
his talents in public health programs. 

To achieve these objectives, the insti- 
tute was planned first and foremost to 
provide a maximum opportunity for the 
development of a climate of opinion on 
the role of the veterinarian in public 
health, his utilization in programs, his 
working relationship to representatives 
of other disciplines inside and outside of 
official and voluntary agercies, and his 
education in undergraduate, graduate, 
postgraduate and continuing programs. 
To achieve these objectives, a tremen- 
dous amount of effort went into pre- 
institute preparation of original papers, 
or contribution of source materials by 
nearly 100 resource persons representing 
virtually all the disciplines in public 
health, veterinary medicine per se, edu- 
cators, institutional researchers and ad- 
ministrators. These resource persons 
worked within the framework of five 
committees representing as many broad 
considerations of the total study of 
veterinary public health practice: 

1. Working relationships of career veteri- 
narians to other disciplines in public health, 

2. Working relationships of practitioners of 
veterinary medicine to public health, 

3. Actual and potential utilization of, and 
contributions by, career public health veteri- 
narians and practicing veterinarians in official 
public health programs, 

4. Actual and potential utilization of, and 
contributions by, veterinarians in voluntary 
and official agencies (other than public 
health) and industry, 

5. Education. 
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In each committee special considera- 
tion was given to 13 or 14 specific dis- 
ease areas, health problems, or organi- 
zational functions by topical assignment 
to resource personnel on the basis of 
their technical or functional qualifica- 
tions. These topics had been selected 
for several reasons: (1) Conventional 
operations by veterinarians which are 
now controversial, (2) new health 
problems demanding attention, (3) 
more or less unexplored areas of poten- 
tial veterinary contribution, and (4) 
disease areas highly provocative to re- 
search and inquiry. 

Further implementation of the insti- 
tute’s objectives was achieved by an 
even more important procedure—that of 
providing time for working sessions of 
the five broad area committees during 
which 13 or 14 specific topics were sub- 
jected to group discussion and a con- 
sensus based on group experience and 
thought was formulated. The five com- 
mittees were composed of original re- 
source personnel and all other partici- 
pants in the institute. Here again a 
number of disciplines was represented. 
Unfortunately, the number of public 
health physicians who contributed prior 
to the institute was far greater than the 
number who attended, despite the im- 
portance of this institute to the public 
health. Original materials contributed 
by resource personnel did not in this 
observer's opinion serve to bind or con- 
strain discussion, but rather in many 
instances provided the stimulus or 
provocation for active discussion and 
the development of firm recommenda- 
tions. 

Supplementing the working sessions 
were formal presentations of papers on 
general problem areas as well as on 
specific technical topics which invari- 
ably served to outline the problems and 
provoke discussion in the working 
sessions. 

The ultimate objective of the institute 
is not yet history. The contributions of 
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the working sessions, the formal papers 
and source materials of the resource 
personnel and speakers at the institute 
will be welded into a coherent publica- 
tion which will serve as a manual of 
reference on public health practice by 
veterinarians for all workers in the 
health and related fields. It is my per- 
sonal hope that the publication will not 
remain a manual of practice for too 
many years, but rather that it shall soon 
become a historical document of refer- 
ence, for veterinary medicine in public 
health must continue to be a dynamic 
entity. It is my purpose to present some 
of the highlights of the institute. My 
comments are restricted to the papers 
read at the institute and to certain in- 
teresting conclusions derived by the 
working committees. I shall also add 
personal interpretations and impressions, 
but not at the expense of the sense and 
intent of the deliberations of the par- 
ticipants. 

The keynoting paper by Stafseth and 
the paper on “Undergraduate Educa- 
tion” by Rebrassier once more inter- 
jected an important element for discus- 
sion and extensive thought. It appears 
that the term “veterinary public health” 
is not only a grossly inadequate term 
but may also be totally misleading in 
some quarters when attempting to de- 
scribe the activities of all veterinarians 
in behalf of public health, or to define 
responsibilities of career public health 
veterinarians. Although the term “com- 
parative medicine” was once applied to 
the veterinarian’s field and subsequently 
rejected, its suggested readoption, in a 
broader context, was more than appar- 
ent in T. Lloyd Jones’s presentation. 
No practitioner of human medicine can 
deny the interdependence of man and 
the lower animals, not only in terms of 
food supply, but in terms of ecologic re- 
lationships, the profound impact of one 
species upon the other in a common en- 
vironment in which the zoonoses are but 
one manifestation of this relationship; in 
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terms of the insight which a knowledge 
of the anatomy, physiology, and chemis- 
try of the one can yield for knowledge 
of the other; and in terms of the useful- 
ness of study and experimentation in 
lower animals for the clarification of 
normal and abnormal processes in man. 
The realization of the complete inter- 
dependence of all species of animal life 
leads one to the easy acceptance of 
Jones’s urgent suggestion that human 
and veterinary medicine are truly com- 
ponents of comparative medicine. It 
is interesting that an almost identical 
conclusion was reached by Armistead in 
his presentation, “The Public Health 
Challenge to Veterinary Medicine.” It 
is his belief that artificial boundaries 
are imposed by compartmentalization 
and that the modern (and probably 
necessary) high degree of specialization 
frequently obscures both origins and 
goals. He is firmly convinced that all 
veterinarians have a distinct responsi- 
bility to man, and thus to public health, 
and that human and veterinary medicine 
are a part of a larger “Medicine,” which 
is a broad interdisciplinary area of 
operation for the health of man. 

It is, of course, highly unlikely that 
practitioners of human medicine will 
quickly bridge the gap and accept this 
thesis. To push wide the “half-open 
door” will require the breaking of con- 
ceptual habits. It occurs to me that the 
area in which this can best be done is 
in the equally broad discipline of public 
health which, as Mattison stated in his 
comments on Armistead’s paper, is not 
a discipline segmented by profession, but 
a broad discipline or interest to which 
various disciplines contribute. To me, 
public health is not an official agency or 
agencies, but a concept which treats of 
the total health of a community of 
peoples as opposed to medical attention 
to separate members of the community. 
Such individuals, when approached in 
this latter way, are truly isolates in the 
“epidemos” of Francis. This approach 
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is out of context, and such a separation 
leads to an ignoring, if not total denial, 
of ecological relationships between man 
and the lower animals in the total en- 
vironment. To ignore ecology is to re- 
vert to single-factor etiology of disease 
and to the epidemiologist such a regres- 
sion is now anathema. As an epidemi- 
ologist, I must accept the ecologic 
concept, and in its acceptance I must 
turn to all components of the greater 
discipline of “Medicine” for the solution 
of broader problems of public health. 
Veterinary medicine thus becomes one 
of the components of the greater “Medi- 
cine” and a veterinarian becomes readily 
acceptable to the broad discipline of 
public health. Stafseth made the further 
observation that the veterinarian adapts 
himself readily to public health activities, 
since he is trained to think in terms of 
herd health problems rather than of 
health problems of individual animals. 
The epidemiologist has long accepted the 
partnership of the veterinarian, for the 
epidemiologist must think in terms of 
the human herd. 

In his “Evolution of Veterinary Pub- 
lic Health,” Steele stated that this area 
of public health activity arose from a 
desire to bring the talents of the veter- 
inarian into the problem of human com- 
municable disease control. Steele did not 
imply that this relatively recent partner- 
ship in one small area of public health 
was predicated upon the maturation of 
the veterinarian so that he could under- 
take this responsibility. It is obvious 
from the historical development of veter- 
inary medicine and the contributions 
which veterinarians from ancient times 
have made to community health as out- 
lined so clearly by J. D. Martin in his 
presentation on “Veterinary Medicine in 
the Frontiers of Human Health” that 
it was not the veterinarian who had to 
mature, but organized public health, 
just as organized public health had to 
mature to seek dentists, statisticians, and 
industrial hygienists for their special 


talents and is now maturing to seek out 
anthropologists, sociologists, and _psy- 
chiatrists to name but a few. It is this 
trend in maturation, an all-too-slow proc- 
ess at best, that leads me in a complete 
circle to the belief that greater speed 
of maturation in the acceptance of the 
veterinarian by organized public health 
and especially its other long accepted 
disciplines will inevitably lead to that 
highly desirable association of human 
and animal medicine, for organized pub- 
lic health has its subtle influence on 
human medical practice just as public 
health is influenced by medical practice. 

Whatever our personal philosophies 
may dictate as to the unit of a health 
department in which a veterinarian shall 
work, Cameron’s detailed description of 
the utilization of veterinarians’ talents 
in a large number of environmental 
sanitation programs is an illustration of 
the growing appreciation on the part of 
organized public health for the role 
which a veterinarian can play on the 
public health team. The veterinary po- 
tential in solution of local health prob- 
lems was very ably presented by Dixon. 

In accepting veterinarians on public 
health teams, there immediately arises 
the question of working relationships. 
This does not imply that the veterinarian 
is a special problem child in such re- 
lationships, but since he is among the 
newer members of the team, his position, 
his role, and his relationship to other 
disciplines in public health come up for 
discussion, just as any new discipline 
would be subjected to for purposes of 
integration and efficiency. Although 
Holle, in his lucid presentation of this 
subject, utilizing the Texas Health De- 
partment for illustration, indicates that 
a separate division of veterinary public 
health exists organizationally, giving dig- 
nity to the activity and prestige of a 
“first-string player on the public health 
team,” it is interesting to note that ex- 
cessive “empire building,” the organi- 
zational sin of many a department, is 
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avoided by stressing the team approach 
and the assignment of the veterinarians 
to other divisions requiring their skills 
in various program needs. 

The interpersonal relationships be. 
tween health department disciplines were 
discussed by Miss Arnstein, utilizing 
the nurse-other health worker relation- 
ship generally, and the nurse-veteri- 
narian relationship specifically as an 
example. She appealed for an under- 
standing of the veterinarian’s program 
if the nurse is to reinforce his teaching 
and be an advance scout in eliciting 
problems for him. Only through joint 
thinking and planning among the several 
disciplines in public health can this be 
achieved. 

There is always the danger of over- 
looking the equally important role of 
the veterinary practitioner in public 
health. His working relationship to 
public health was ably discussed by Al- 
lam, who stressed the fact that the 
praciicing veterinarian has unique op- 
portunities for contributions to public 
health, but all too frequently is educa- 
tionally unprepared to appreciate his 
role in public health. It was his impres- 
sion that increased attention to basic 
disciplines such as bacteriology, immu- 
nology, and meat and milk hygiene 
would not be adequate, but that an inte- 
gration of these disciplines within the 
concept of preventive medicine, a view 
of the socioeconomic and demographic 
influences upon veterinary and human 
medicine and public health, and of the 
impact of animal diseases on man would 
increase his awareness of his responsi- 
bilities. It is of interest that, at the 
University of Pennsylvania, medical 
and veterinary students meet jointly for 
such courses as epidemiology. Allam 
suggested that through closer profes- 
sional relationships with other members 
of the healing arts, membership on local 
boards of health, proper liaison between 
departments of health and of regulatory 
veterinary medicine, and participation 
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in animal-disease reporting systems, a 
larger awareness of public health re- 
sponsibility would accrue to the prac- 
ticing veterinarian. 

In discussing the “Actual and Poten- 
tial Utilization of, and Contributions by, 
Career Public Health Veterinarians and 
Practicing Veterinarians in Official 
Public Health Programs,” Heustis indi- 
cated that the veterinarian’s career op- 
portunities in public health are as broad 
as his personal abilities. Training which 
enables him to deal with disease in one 
animal host qualifies him to help combat 
disease in the other. Heustis further 
indicated the need for experimentation 
with the use of several categories of pro- 
fessional personnel as substitutes for cer- 
tain of the scarce categories, but 
hastened to qualify this statement with 
the admonition that we must make sure 
that we are using their special compe- 
tencies to the utmost and are not 
wasting their expensive technical train- 
ing. It will be of interest to note the 
reflection of this philosophy in the work- 
ing committee’s handling of the topic 
of “Administration.” 

Cushing in his paper on the utiliza- 
tion of and contributions by veteri- 
narians in voluntary agencies and in 
official agencies other than public health, 
primarily stressed the role of the mili- 
tary veterinarian in the public health 
field, but in this area of operation alone, 
the opportunities for veterinary contri- 
butions are legion. The accelerated em- 
phasis on space medicine or, as Cushing 
calls it, astronomic medicine, provides 
unlimited opportunities for veterinary 
participation in such research. In the 
fields of bacterologic warfare and radio- 
biology the special talents of the veter- 
inarian are recognized and utilized in a 
multiplicity of ways. 

Education of the veterinarian toward 
his greater appreciation for his role in 
public health was stressed by Rebrassier 
who felt that undergraduate education 
first and foremost must make him a 
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good veterinarian, but that orientation 
in each area of veterinary medicine, in- 
cluding public health, was also neces- 
sary. Insisting that there is no such area 
as veterinary public health, but rather 
veterinary medical aspects of public 
health programs, Rebrassier felt that 
undergraduates must have a continuous 
program relating him to his responsi- 
bility to community welfare and making 
him aware of the relation between 
animal and human disease. This would 
be accomplished by correlating the pub- 
lic health implications in each area of 
instruction, such correlation to be the 
responsibility of a public health trained 
faculty member who would stress epi- 
demiology, the broad aspects of preven- 
tive medicine, the role of the Agricul- 
tural Research Service, the U.S. Public 
Health Service (especially its NIH and 
CDC components) and state and local 
health department services, and who 
would arrange for field demonstrations 
in public health, talks by health work- 
ers, and interprofessional undergraduate 
conferences on common problems in- 
volving the medical, dental, nursing, 
veterinary medical, and pharmaceutical 
professions. 

Dr. Getting, in discussing postgradu- 
ate education specifically as it relates 
to veterinarians seeking public health 
careers, stressed the need for careful 
selection of schools of public health for 
training, attention to the individual's 
needs depending upon the specific area 
in which he plans to work, basic courses 
in epidemiology, laboratory methods, 
biostatistics, meat, milk, and poultry 
programs and policies, environmental 
health, occupational disease, community 
organization, health education, public 
speaking and scientific writing, public 
health administration and practical field 
experience in public health practice in 
several health agencies. Getting also 
emphasized the need for continuing 
education through continuing or exten- 
sion courses, short courses at intervals in 
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federal, state, or university training pro- 
grams, and maintaining knowledge of 
the current literature. 

The philosophy of the unity of human 
and veterinary medicine was quite per- 
ceptible in the discussion of “Veterinary 
Participation in Medical Research” by 
Feldman and served to augment the 
principal keynote of the institute. In 
this area of participation the actual and 
potential contributions by veterinarians 
are more readily apparent and the spe- 
cial training of this discipline provides 
the background for competence in in- 
quiry in human medicine. These com- 
petencies provide more than mere satia- 
tion of curiosity—they are a sine qua 
non for many medical inquiries. Com- 
parative pathology alone, as one small 
segment of veterinary inquiry, has pro- 
vided and will continue to provide not 
only indirect but also direct benefits to 
human health. Veterinarians are proving 
to be indispensable in many areas of hu- 
man medical research and the opportuni- 
ties for their utilization are expanding. 

As with any intensive exploration of a 
discipline, there is the inevitable dis- 
cussion of career service classifications. 
In an exemplary address, Donovan, a 
specialist in personnel administration, 
reiterated the need for continuing 
awareness of the purpose of position 
classification which must, out of organi- 
zational principle and efficiency, classify 
the job and not the man. Duties and 
responsibilities determine the job level. 
not the training and accomplishments of 
its incumbent. Rightly or wrongly, ab- 
solute pay scales on the other hand are 
determined by geography, availability 
of funds and attitudes; however, within 
a state or local agency structure the 
duties and responsibilities rather than 
the abilities of the job holder determine 
the several levels of remuneration. If a 
veterinarian or any other employee is 
underpaid by his own or other stand- 
ards, it need not mean discrimination, 
for it can be due either to an inadequacy 
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of the entire pay scale or to a misplace- 
ment of the man in the job with its pre- 
scribed duties and responsibilities. This 
is not to assume, as Donovan set forth 
in his lucid description of the philoso- 
phy of job classification, that all agen- 
cies recognize the equivalence of work 
loads and responsibilities or provide for 
adequate job descriptions. Of signifi- 
cance was his appeal to veterinarians in 
career services to accept their responsi- 
bility of continuous interpretation of 
their profession and goals to their col- 
leagues, to the public and especially to 
budgetary and personnel agencies. 

Before leaving the summary of formal 
talks, special mention must be made of 
three literary treats: Shope’s concise 
vignette of the “Role of Latency in the 
Epidemiology of Virus Diseases,” em- 
phasizing by implication the role of 
veterinary research in virology and the 
contributions to be made in the under- 
standing of human disease problems; 
May’s dramatic exposition of “Medical 
Geography” and his emphasis on the 
need to explore host variations geneti- 
cally, environmentally, and culturally to 
establish new truths in the epidemiology 
of disease; and McCord’s precise presen- 
tation of the zoonoses as true occupa- 
tional diseases and his appeal for 
investigation of the incidence of these 
diseases. 

In summarizing the working sessions 
of the five general area committees, it 
must be repeated that the ensuing dis- 
cussion can obviously not be a detailed 
listing of conclusions by committee par- 
ticipants, but rather highlighted impres- 
sions of committee recommendations. 
The treatment shall be by special prob- 
lem areas in the order in which they 
were presented to the committees. The 
conclusions were documented by most 
of the committees. To save space, how- 
ever, the reasoning behind the conclu- 
sions is not included. This will, of 
course, be contained in the proceedings 
volume. 
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Food Hygiene 


Food hygiene provided lively discus- 
sion in a number of committees. Among 
the conclusions which can be found in 
their deliberations are: 


1. Career veterinarians should take special 
interest in food hygiene programs. 

2. There should be closer cooperation be- 
tween food inspection services and food and 
drug divisions. 

3. The public health veterinarian at the 
local level should be the direct supervisor of 
the food, meat, and milk control programs, 
with inspections by trained veterinarians, At 
the state level it is more important that the 
advisory activities be executed properly by 
professional veterinarians than which agency 
shall be responsible. 

4. With additional training the public 
health veterinarian could administer food and 
drug programs at the local level. 

5. He could conduct epidemiological in- 
vestigations of food-borne disease. 

6. The local public health veterinarian 
could have advisory control over the food 
laboratory. 

7. The practicing veterinarian, who was not 
overlooked in any of the deliberations, should, 
with adequate information from the public 
health veterinarian, assist in food hygiene edu- 
cation of the public and report on conditions 
to the health department. 

8. Other agency veterinarians should be re- 
sponsible for evaluation and control of anti- 
biotics, biological and chemical agents used in 
producing and processing food animals. 


Experimental Medicine, Surgery, and the 
Care of Laboratory Animals 


In a number of the committee's de- 
liberations there appeared recommen- 
dations in regard to the veterinarian’s 
role in experimental medicine and sur- 
gery and in the care of laboratory 
animals. There was expressed a particu- 
lar need for veterinarians with clinical 
experience and an understanding of 
laboratory and research work to care for 
laboratory animals and engage in the 
study of comparative pathology. The 
veterinarian should be drawn into re- 
search in public health; he can be of 
service in control of disease in animal 
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colonies of health department labora- 
tories. 

The practicing veterinarian should 
be encouraged to do research on his own 
or with medical investigators. The pub- 
lic health veterinarian with appropriate 
training can be used as investigator in 
basic medical research. Other agency 
veterinarians should be stimulated to the 
development of additional surgical tech- 
nics for application to human surgery. 


Administration 


Administration occupied tremen- 
dous amount of time in a number of 
committees. It was felt first that admin- 
istration most often is not a separate 
profession but a task added to pro- 
fessional personnel, that administrative 
procedures offer the means of accom- 
plishment which mere technical work 
frequently cannot do, that administrative 
competence requires interest, oppor- 
tunity, and experience. It was urged 
that the public health veterinarian who 
demonstrates ability in administration 
and who has the necessary scientific 
background to plan and direct major 
programs be given this opportunity 
rather than to limit him to segmentalized 
programs or projects. With respect to 
the discussions on salaries, it must here 
be noted that Charles Frasher did a 
tremendous job in the pre-institute days 
by surveying the scene, and developing 
or obtaining documentation of salary 
ranges, scales, classifications, and the 
like. 

The following statement can be made 
on the basis of Mr. Frasher’s contribu- 
lion: 

Salaries of public health veterinarians 
are not, for the most part, commensurate 
with their responsibilities. Job classifica- 
tion should be based on comparable 
duties and training, not on other salaries 
paid to the same profession in other 
agencies. There is a need to equalize 
job descriptions within the department 


and also a need for the clarification of 
justifications for higher salaries for pub- 
lic health veterinarians. The sugges- 
tion, at least in one committee, to change 
the name of “public health veterinarian” 
to “veterinarian in comparative medi- 
cine” or “investigator in comparative 
medicine” was suggested as a help in 
clarifying some of the classification diffi- 
culties. It was of interest to note that 
there was no meeting of the minds with 
respect to terminology, so that obviously 
we are going to have to wait a while be- 
fore the veterinarians in public health 
themselves decide what they would like 


to be called in the future. 


Geriatrics and Chronic Disease 


I suspected that detailed technical 
discussions in the area of geriatrics and 
chronic disease would be rather treach- 
erous, not because of any inadequacies 
on the part of veterinarians, but frankly 
because as anyone in this particular field 
well knows, so little of definitive appli- 
cation is known. The obvious conclu- 
sion was reached that the veterinary 
profession as a whole should be able to 
contribute considerable information in 
the field of aging and chronic disease 
through observations and comparisons 
of naturally-occurring and induced con- 
ditions in a variety of shorter-lived 
species, 

Special reference was made in this 
regard to canine practice which affords 
data on urogenital and ophthalmic dis- 
eases as well as neoplasms, and a sugges- 
tion was made that continued studies in 
this particular area might then be extra- 
polated to man. The public health veter- 
inarian can apply himself to the study 
of chronic disease by epidemiological 
methods. He should be encouraged to 
conduct chronic disease research and, as 
one facet in this area, to carry on 
chronic disease research in zoo animals, 
where relatively small extra funds would 
be necessary for such undertakings. 
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Occupational Health 


Discussions on occupational health 
also led to recommendations. It was 
stated that veterinarians in food indus- 
tries should keep occupational health 
services of health departments informed 
as to occupational diseases of employees, 
that public health veterinarians can as- 
sume leadership in rural occupational 
health programs including accident pro- 
grams by virtue of their familiarity with 
rural health hazards and accident prob- 
lems and acquaintance with epidemio- 
logic methods. Practicing veterinarians 
should be encouraged to report accidents 
and occupational disease in rural areas. 
The idea of establishing rural poison 
control centers in the same pattern as 
urban centers is especially noteworthy. 
Veterinarians are responsible for detec- 
tion, prevention, reporting, and control 
of zoonoses of animals, and hence should 
make information available to the medi- 
cal profession. 


Newer Needs in Professional Education 


Since one of the working committees, 
by assignment, devoted itself entirely 
to the education of the veterinarian in 
public health, it was extremely gratify- 
ing to note that the other committees 
which tackled the item of newer needs 
in professional education came to virtu- 
ally the same conclusions as had the 
special committee working entirely 
apart from these other groups: 


1. Medical and veterinary history should be 
taught to veterinary students for awareness of 
their responsibilities to the public health. 

2. Summer externships in public health 
should be provided for veterinary students. 

3. Veterinary medical schools should publi- 
cize the availability of graduate training in 
public health. 

4. Public health veterinarians should be 
solicited to participate in postgraduate edu- 
cation as guest lecturers, resident lecturers, 
and part-time faculty members. 

5. Full-time, qualified, trained public health 
veterinarians be added to faculties of schools 
of public health. 


FEBRUARY, 1959 


VETERINARIANS AND PUBLIC HEALTH 


6. Practicing veterinarians and _ public 
health veterinarians should be included on 
faculties of continued education courses by 
virtue of their field experience. 

7. Combined meetings of physicians, veter- 
inarians, nurses, and dentists should be held 
to promote interdisciplinary attitudes and 
activities, 

8. Participation of veterinarians in hospital, 
medical center, industrial research center staff 
meetings should be solicited and encouraged. 

9. Many of the groups felt there was need 
for more training in the care, breeding, and 
production of laboratory animals to meet the 
increasing demand for such specialized per- 
sonnel. 


It is of interest to compare these 
recommendations with those of the spe- 
cial committee. 


Preprofessional Education 


1. Devices to be used in stimulating 
interest toward entering veterinary medi- 
cine: the utilization of career days, 
science fairs, clubs, vocational counsel- 
ing, service club talks, indoctrination of 
science counselors, and contact with 
practicing veterinarians during high 
school and undergraduate days. 

2. Emphasis, for broad cultural 
values, on the teaching of chemistry, 
physics, mathematics, and English, soci- 
ology, philosophy, psychology, econom- 
ics, Latin, and Greek, as opposed to 
early specialization. 


Professional Undergraduate Training 


1. There is too much influence on 
subject matter by departments of agri- 
culture. Future development must be 
based on the total needs of the com- 
munity and not on any single interest. 

2. A full-time faculty chair in public 
health should be established in veteri- 
nary schools, not necessarily to teach 
public health as a separate course, but 
rather to coordinate public health impli- 
cations across the board in all of the 
subjects. 
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Professional Graduate or Postgraduate 
Education 


1. Specialization in public health can 
occur best at this level. 

2. It was felt by many that such 
training should be in schools of public 
health, not in veterinary schools, to 
afford better understanding of medical- 
veterinary problems and their interrela- 
tionships. 

3. Courses in zoonoses in schools of 
public health are definitely needed. 

1. The course content in such schools 
should include basic courses in epidemi- 
ology, biostatistics, public health admin- 
istration, health education, and labora- 
tory problems. 

5. Specialist degrees of master of 
science and doctor of philosophy may be 
given in any graduate school. 

6. Every veterinarian entering public 
health should have field experience be- 
fore his admission to a school of public 
health. 

7. Governmental stipends for gradu- 
ate work should be augmented by 
scholarships and fellowships from other 
organizations. 

This committee also felt that an evalu- 
ation survey, probably under the aus- 
pices of the AVMA, of training of veter- 
inarians at schools of public health is 
indicated. Such a survey should not 
attempt to standardize course content, 
but merely to determine whether a pub- 
lic health veterinarian is indeed obtain- 
ing the material which he requires for 
his work. 


Continued Education 


Efforts should be expended to orient 
the veterinarian to his responsibility in 
local, state, national, and international 
health programs. Such orientation after 
graduation should take place in on-the- 
job training, by short courses, symposia, 
conferences, workshops, and by active 
participation in local health programs 


on a part-time basis. An intriguing 
suggestion is the exchange of speakers 
between medical and veterinary groups 
and societies. 


Military Veterinary Medicine 


The subject of military veterinary 
medicine received attention from several 
of the working committees. The institute 
recognized that the contributions by 
military veterinarians provided for in- 
direct but specific benefits to civilian 
health programs in addition to the obvi- 
ous benefits to the military community. 
Working as a member of a military pre- 
ventive medicine team, the usefulness of 
the veterinarian has been recognized by 
his placement in positions of high ad- 
ministrative and technical responsibility. 
His broad background has made it feas- 
ible to conserve medical manpower in 
an increasing number of installations by 
delegating preventive medicine responsi- 
bilities to him functioning directly under 
the post surgeon. His usefulness, par- 
ticularly in surveillance of the food 
supply, the zoonoses, environmental 
health, and research has more than jus- 
tified the retention and expansion of the 
Corps. 


Biological and Pharmaceutical Produc- 
tion and Control 


Under the topic of biological and 
pharmaceutical production and control, 
it was recommended by several of the 
committees that the public health veter- 
inarian should have an aggressive inter- 
est in standardized control of biologic 
products to be utilized for treatment and 
control of zoonoses, since these are prob- 
lems of public health significance. Also 
“the right to treat one’s own animals” is 
limited by its jeopardy to public health. 
(This obviously is in the context of 
farmer’s home treatment of animal dis- 
ease.) It was recommended that definite 
steps should be taken to limit the sale of 
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certain veterinary products to veteri- 
narians only. 


Dental Diseases 


As with all other human health prob- 
lems the team approach to dental health 
involving veterinarians should yield in- 
valuable results. Of the major dental 
public health problems today, including 
caries, fluorosis, periodontal disease, 
cleft lip and palate, malocclusion and 
oral cancer, only one, fluorosis, has had 
its etiology defined. The potential con- 
tributions by veterinarians in these de- 
ficient research areas are unlimited. 
Investigations combining the skills of the 
veterinarian, dentist, epidemiologist. 
geneticist, and microbiologist should 
prove profitable in the etiology of cleft 
lip or palate, utilizing animal popula- 
tions and correlative studies on human 
populations. Fluorosis derived from air 
pollution, water pollution, and industrial 
waste could effectively be studied in 
livestock and pets utilizing the services 
of veterinarian, sanitary engineer, 
chemist and pathologist. One committee 
sensed the need of the public health 
veterinarian’s services in counteracting 
public objection to fluoridation on the 
basis of adverse effects on household 
pets and plants. His close working re- 
lationship with the public health dentist 
could thus be highly beneficial in this 


area. 


Radiation and Civil Defense 


In radiation and civil defense it was 
noted that the public health veterinarian 
needs to maintain an awareness of de- 
velopments in the field of radiation sani- 
tation of foods especially as he will 
frequently be a director of food hygiene 
programs. In this connection he will 
have to maintain the principle of start- 
ing with a wholesome product before 
the application of additional health safe- 
guards just as in milk sanitation today. 
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Radiation hazards per se were also ex- 
plored. Public health veterinarians must 
assume at least a portion of the respon- 
sibility for dissemination of information 
regarding radiation hazards confronting 
most veterinarians. All veterinarians 
may sooner or later be concerned with 
radioactive contamination of foods. 

Dr. Moore of the Fourth Civil Defense 
Region was present at the deliberations 
of Committee 3, and presented certain 
prepared resolutions which, it was the 
consensus of the group, could well be 
adopted by the AVMA relative to the 
role of the veterinarian in civil defense. 
Among these resolutions are included 
the following: provide public health 
veterinarians with a share in planning 
of civil defense; utilize veterinarians in 
medical care services during disaster; 
encourage medical care function train- 
ing of veterinarians by Red Cross and 
county medical societies; assign public . 
health veterinarians to public health 
agencies for epidemiology and food 
hygiene services in disaster. 


Disease Geography 


Despite the difficulties which many 
have experienced, there is a need for 
augmentation of animal morbidity re- 
porting programs and greater inter- 
change of data between veterinarians 
and physicians. A charting of the zoon- 
oses on a country-wide, if not world- 
wide basis would accrue to our needed 
understanding of the ecology of human 
disease. 


Laboratory Administration and Services 
(Including General Research) 


Practicing veterinarians should be en- 
couraged to undertake basic veterinary 
research and cooperate in public health 
research. The state health departments 
should make information available to 
such practicing veterinarians on grant 
programs, training possibilities, and 
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areas of research which could well be These, then, are the highlights of the 
opened to them. A number of the __ institute as observed by this participant- 


committees concluded, among other con- _ reviewer. No apologies are indicated for 
siderations, that the public health veter- the omission of many important details 
inarian should involve himself in health of the proceedings. From this analysis 
department animal care programs, re- of committee records, one can humbly 
search in the laboratory, and consulta- say in conclusion that the veterinarian 


tion to the laboratory director. in public health has come of age. 


Dr. Schuman is professor of epidemiology, University of Minnesota School of 
Public Health, Minneapolis, Minn. 

This paper was presented in Summary of the Institute at the University of 
Michigan, Ann Arbor, Mich., October 9, 1958. 


National Health Forum and NACLHD Meeting 


The National Health Forum, now in its 8th year sponsored by the National 
Health Council, will be held in Chicago March 17-19. The 64 member health or- 
ganizations of the council, together with leaders in management, labor, and com- 
munity planning will join in the discussions of “The Health of People Who Work.” 
This topic is designed to focus nation-wide attention on occupational health problems 
and needs and the means of combating an annual billion dollar loss through ill-health 
of the nation’s workers. 

Meeting on March 16, just before the forum, will be the National Advisory Com- 
mittee on Local Health Departments. This National Committee is the council’s arm 
for carrying out its responsibility for stimulating the development of the most effec- 
tive official community health services to meet the different and changing needs of 
the communities over the nation. The theme of this one-day meeting in the series of 
annual work conferences is “our expectations for providing adequate community 
health services.” Here will be gathered representatives not only of health interests 
but of business, farm, and labor groups, and women’s and service clubs who make up 
the membership of this committee. 

A citizen’s committee of some 60 persons is planning the National Health Forum. 
Its chairman is James H. Sterner, M.D., medical director of the Eastman Kodak 
Company. Included on its membership is the president of the National Health 
Council, Norvin C. Kiefer, M.D., as well as the chairman of its NACLHD, Howard 
Ennes. Arthur S. Flemming, LL.D., secretary of health, education and welfare, will 
be among the chief speakers. Further information from National Health Council, 
1790 Broadway, New York 19. Participation is by invitation. 

Chairman of the committee planning the NACLHD work conference is Peter 
Meek, director, New York Office of the National Society for Crippled Children 
and Adults. 
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Expanding use of nuclear energy requires an awareness of the manifold 


ways in which exposure to radiation may occur. This report leads with the 
occurrence of strontium-90, iodine-131, and other radionuclides in milk, 


particularly in connection with testing programs in the United States 
and elsewhere. The need for surveillance and monitoring is emphasized 


THROUGH APRIL, 1958 


gee man has been exposed to 
naturally occurring radiation since 
the beginning of his time on earth, his 
interest in problems of exposure to radia- 
tion has been stimulated in recent years 
as a result of the expanding use of 
nuclear energy and the occurrence of 
fall-out from testing programs of several 
nations. Recognition of the damaging 
effects to tissues by ionizing radiation 
has created a general awareness that rela- 
tively brief exposure to high levels of 
radioactivity may produce acute illness. 
Of special significance in connection with 
normal peacetime pursuits is the fact 
that prolonged contact with much lower 
levels may generate less immediately 
recognizable but, none the less real, 
bodily impairments. 

In attempting to arrive at an evalua- 
tion of the possible damage associated 
with such relatively low levels, one of the 
important steps is the measurement of 
radioactivity concentrations in the en- 
vironment, including the determination 
of specific radionuclides in food, water, 
and air. When these substances contain 
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particularly to secure a more exact understanding of the problem. — 


THE OCCURRENCE OF STRONTIUM-90, IODINE-131, 
AND OTHER RADIONUCLIDES IN MILK—MAY, 1957, 


J. E. Campbell, Ph.D.; G. K. Murthy, Ph.D.; A, S. Goldin, Ph.D.; H. B. Robinson, M.S., 
F.A.P.H.A.; C. P. Straub, Ph.D.; F, J. Weber, M.D., F.A.P.H.A.; and K. H. Lewis, Ph.D. 


measurable amounts of radioactivity, it 
can be assumed that ingestion and in- 
halation of them will result in an internal 
radiation exposure which can be ex- 
pected to augment any damage caused 
by external exposure originating from 
natural as well as other sources, includ- 
ing the medical use of ionizing radiation. 
Although the dose resulting from in- 
ternally deposited radioactive materials 
is exceedingly difficult to measure, maxi- 
mum permissible concentrations (MPCs) 
for internally deposited radionuclides 
have been developed’ * on the basis of 
certain criteria which are discussed in 
detail elsewhere.** * 

At the present time, fall-out represents 
the major source of the hazardous long- 
lived radionuclides of concern to the gen- 
eral population. These radioactive ma- 
terials, created as the result of nuclear 
detonations, are carried to the stratos- 
phere, whence they return slowly to the 
earth with rain, snow, or dust particles. 
From the standpoint of health signifi- 
cance, strontium-90 is generally con- 
sidered to be the most hazardous fission 
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product because of its long radioactive 
half-life, its relatively long retention in 
the body, and its similarity to calcium in 
terms of metabolic behavior which re- 
sults in a localization in skeletal tissue, 
and hence, into close association with 
the blood-forming organs. Accordingly, 
much research has been focused on the 
determination of the concentration of 
this radionuclide in a variety of products 
including air particulates, soil, water, 
bone, and foods, * 

Among the foods, milk has received 
the greatest attention, with the result that 
many groups* throughout the world are 
currently determining its strontium-90 
content. In this regard milk is of par- 
ticular interest because of its importance 
as a source of dietary calcium. In the 
United States, about 80 per cent of the 
calcium in the national diet is furnished 
by dairy products.’ If it were possible 


to adjust the diet in a manner which 
would result in all dietary calcium and 
strontium being procured from deep 
mineral deposits, the intake of strontium- 


90 would be negligible, since it is “man- 
made” and is found only on or near the 
surface of the earth.” On the other 
hand, the finding that only about a 
seventh of the strontium-90 ingested by 
the cow appears in her milk,” suggests 
that man’s intake of this isotope would 
be significantly higher if his sole sources 
of calcium and strontium were from 
plant sources. Confirmation of this sup- 
position will require further research. 


*(i) Atomic Energy of Canada, Chalk 
River, and Department of National Health and 
Welfare, Ottawa, Canada. 

(ii) British Atomic Energy Research Estab- 
lishment, Harwell, Berks, England. 

(iii) Lamont Geological Observatory, Co- 
lumbia University, Palisades, N. Y. 

(iv) University of Chicago “Project Sun- 
shine,” Chicago, IIL 

(v) U. S. Atomic Energy Commission. 
Health and Safety Laboratory, New York Op- 
erations Office, New York. 

(vi) Norwegian Defense Research Establish- 
ment, Oslo, Norway. 

(vii) Dairy Research Institute, Kiel, Ger- 
many. 
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In addition to the food-monitoring activi- 
ties associated with strontium-90, many 
reports have been published separately 
on the occurrence of other radionuclides 
such as_ iodine-131,'° barium-140,"’ 
cesium-137,'*""* and radium-226"° in 
foods. 

This report summarizes the findings 
of a Public Health Service laboratory 
group which has been engaged in de- 
termining specific radionuclide activity 
in milk samples from five areas of the 
United States. These areas are located 
in the milksheds serving Sacramento, 
Salt Lake City, St. Louis, Cincinnati, and 
New York City. The aims of this project 
were to develop and simplify methods of 
radiochemical analysis for milk to make 
them more suitable for use by state and 
local health departments, and to conduct 
a pilot study on the problems of repeti- 
tive sampling and the quantitative de- 
termination of specific radionuclides in 
milk from selected metropolitan areas. 
This study is a part of a broader interest 
of the Service in environmental analyses 
for radiological contaminants, including 
measurement of gross radioactivity as 
well as specific radionuclides in air, 
water, soil, selected foods, and a variety 
of other biological materials. 

The problem of radiochemical analysis 
of foods, especially of milk, is exceed- 
ingly complicated, owing to the occur- 
rence in most foods of appreciable 
amounts of natural radioactivity emanat- 
ing from potassium-40. Within certain 
limits, the tissue concentration of this 
radionuclide does not increase with ex- 
cessive intake because of the rapid turn- 
over of potassium, and the fact that the 
body must maintain an essentially con- 
stant potassium content. Nevertheless, 
the specific activity of potassium, 820 
ppc per gram, results in a high “back- 
ground level” with the result that gross 
activity measurements become of little or 
no value. Therefore, to make these 
studies as meaningful as possible, all 
milk samples secured for study have 
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been subjected to routine analyses for 
iodine-131, strontium-90, strontium-89, 
barium-140, and cesium-137. Unpub- 
lished work from our laboratory on milk 
indicates that these isotopes contribute 
most of the radioactivity, other than that 
from natural sources and contribute sub- 
stantially all of the dosage to man from 
this source. 

Milk was chosen as the first item in 
our attempts to survey the radioactivity 
of the food supply because, in addition 
to its importance in the American diet, 
the production of milk throughout the 
country at all seasons of the year offers 
the practical advantage of permitting a 
continuous testing program. We are able, 
therefore, to summarize in this report 
the results of analyses of monthly milk 
samples collected over a 12-month 
period, from May 1, 1957, to April 30, 
1958, from the five milksheds mentioned. 
It should be noted that the recent addi- 
tion of stations at Atlanta, Austin (Tex.), 
Chicago, Fargo, and Spokane, has now 
increased the network to ten sampling 
points, thereby providing expanded 
geographic coverage. 


Methods 


Sampling Procedures 


The monthly collection of raw milk 
samples from specified milksheds serving 
large urban populations in different 
regions of the United States presented 


some difficult problems. That these have | 


been satisfactorily resolved is the result 
of the excellent cooperation of head- 
quarters and regional office Milk and 
Food Program personnel of the Public 
Health Service; state and local health 
department officials; and members of the 
dairy industry. In each case, the exact 
location of the sampling point was chosen 
after conferences with individuals thor- 
oughly familiar with the dairy industry 
in that area. In every case, the selection 
of sampling stations within the milk- 
sheds was based upon these criteria: 
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1. The milk represented in each sample 
was from a group of farms milking a total of 
at least 1,000 cows. 

2. The number of individual farms was small 
enough so that collection of collateral field 
data from each farm was feasible. 

3. The milk samples were from a supply 
that was part of a metropolitan milkshed. 

4. The conditions under which the milk was 
received were such that each sample was rep- 
resentative of the same farms in the produc- 
tion area. 


By means of individual farm surveys 
conducted by local health officers or 
dairy plant officials, collateral informa- 
tion was collected concerning feeding 
practices, water supplies, and breeds of 
cattle typical of each area so that these 
factors could be evaluated with respect 
to their role in determining the level of 
radioactivity in milk. One-gallon samples 
were collected at monthly intervals from 
each of the stations. These were pre- 
served with a small amount (4 ml) of 
40 per cent formaldehyde and forwarded 
by air parcel post to the Robert A. Taft 
Sanitary Engineering Center for radio- 
nuclide analysis. 


Analytical Procedures 


Total Calcium—The calcium content 
of each sample was determined by the 
method described by Overmann, et al.** 

lodine-131—The_ iodine-131 concen- 
tration was measured by gamma-ray 
spectrometry, using a 2” by 2” sodium 
iodide (thallium activated) crystal in a 
dipping probe coupled to a photomulti- 
plier tube and a multichannel pulse- 
height analyzer. Each measurement was 
based on the count of 3.5 liters of whole 
milk, using the same amount of distilled 
water to estimate background. The in- 
fluence of the counts due to the gamma 
activity of potassium-40 and of cesium- 
137 were then subtracted from the net 
count at 360 Kev to obtain the count for 
the iodine-131. This value was converted 
to absolute units on the basis of calibra- 
tions made with known quantities of 


iodine-131 at the same instrument set- 
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tings. The precision of this method was 
found to be about + 60 ppc of iodine- 
131. The amount of iodine-131 in each 
sample was then corrected for decay dur- 
ing the interval between collection and 
analysis of the milk. 

Strontium-89, Strontium-90, Barium- 
140, and Cesium-137—To one liter of 
milk were added carrier quantities of 
nonradioactive strontium, barium, and 
cesium, and the mixture was quantita- 
tively ashed by a rapid technic involving 
constant flow of the milk into a rotating 
heated crucible where charring occurred 
quickly.’" Ashing was completed in a 
muffle furnace within a few hours. 
Strontium and barium were separated 
from the calcium, potassium, and other 
interfering substances by fractionation 
of the milk ash with 60-65 per cent 
HNO. The barium was then separated 
from the strontium as an_ insoluble 


BaCrO, in a buffered acetate solution at 
pH 5, leaving the strontium in solution. 
The BaCrO, was then washed and placed 


on planchets for counting. The stron- 


tium in solution was precipitated as 
SrCO; and purified by two scavenging 
steps, first with Fe(OH); and second 
with a mixture of Ce(OH); and 
Zr(OH),4. The purified SrCO; was then 
allowed to stand for two weeks to achieve 
secular equilibrium with the yttrium-90, 
and the latter was removed from the 
parent by a solvent extraction with the- 
noyl trifluoroacetone at pH 5. Yttrium- 
90 was recovered from the organic sol- 
vent by back extraction with 1 N HNO3,"* 
which was then evaporated in a stain- 
less steel planchet for determination 
of the yttrium-90 activity. After two 
weeks “in-growth,” the activity of 
yttrium-90 is 97 per cent of that of the 
strontium-90 present. During the early 
stages of the project, yttrium-90 de- 
terminations were made with a shielded 
internal proportional counter. Recently, 
however, more sensitive instrumentation 
has become available and the results pre- 
sented in this paper have been rede- 
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termined by the use of a low background 
anticoincidence counter. The remaining 
aqueous solution, after the removal of 
yttrium-90, contained both strontium-90 
and strontium-89 which were then pre- 
cipitated as SrCO ; for determination of 
total radioactive strontium by beta count- 
ing in a shielded internal proportional 
counter. The concentration of strontium- 
89 was determined by subtracting the 
strontium-90 concentration from that 
obtained for the total radioactive stron- 
tium. 

From the HNO; supernatant, obtained 
after removal of strontium and barium, 
cesium was freed of interfering sub- 
stances by precipitation with ammonium 
phosphomolybdate. The volume of this 
precipitate made it unsuitable for count- 
ing; therefore, it was converted to 
Cs;Co(NO2)¢ which was placed on a 
planchet, and the beta activity was de- 
termined in a shielded internal propor- 
tional counter. 

The observed activity for each radio- 
nuclide, obtained as counts/minute, was 
converted to ppc/liter after the initial 
count was corrected for the effect of 
counter geometry, backscatter, and self- 
absorption as described by Nader, et 
al.,’* and for average chemical recovery 
of the method. Since barium-140 has a 
half-life of only 12.8 days, these values 
were also corrected for decay to time of 
collection. Recovery studies on milk ash 
indicate the reliability of the methods 
for each radionuclide at the average re- 
ported value is as follows: strontium- 
89, + 3.6 per cent; strontium-90, + 14.5 
per cent; barium-140, + 4.5 per cent; 
and cesium-137, + 4.3 per cent. In the 
case of cesium, however, the error may 
be in excess of this amount as a result of 
volatilization during ashing of the 
sample. 

For the most part, the above pro- 
cedures represent modification of several 
recognized chemical and radiochemical 
technics.**~** 

The changes have been made princi- 
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pally for the purpose of simplifying the 
technics to make them suitable for sur- 
veillance purposes. A major advance in 
this regard has been the development 
of a rapid ashing technic in which a one- 
liter sample of milk can be ashed quanti- 
tatively in about two and a half to three 
hours. With adequate equipment, a 
technician can reduce six to eight 
samples to ash in one work day. Details 
of the above analytical procedures and 
the rapid ashing technic will be pub- 
lished elsewhere. 


Results 


For convenience in presenting the re- 
sults, the radionuclides investigated in 
this study have been divided into two 
groups based on their half-lives. The 
first group consists of cesium-137 and 
strontium-90 with half-lives of 33 and 
28 years, while the second group con- 
sists of iodine-131, barium-140, and 
strontium-89 with half-lives of 8.1, 12.8, 
and 53 days, respectively. 

In Table 1 are summarized the con- 
centrations of the long half-lived radio- 
nuclides determined in monthly milk 
samples received from New York City, 
Cincinnati, St. Louis, Salt Lake City, and 
Sacramento milksheds between May 1, 
1957, and April 30, 1958, along with the 
number of publicly reported weapons 
tests** during the same 12-month period. 
An analysis of variance applied to these 
data demonstrated that the variability in 
concentration of cesium-137 was suffi- 
ciently great that no significant differ- 
ences were observed in its concentration 
either between months or by geographi- 
cal location. The concentration of stron- 
tium-90 also showed no significant varia- 
tion when analyzed by month; but when 
viewed by geographical location, the 
samples from the St. Louis milkshed were 
found to contain somewhat higher con- 
centrations of strontium-90 than those 
collected from other milksheds and this 
difference was found to be statistically 
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significant. Inspection of these data re- 
veals no clear association between the 
concentrations of strontium-90 or cesium- 
137 and the publicly announced number 
of weapons tests per month, with respect 
to those conducted in the continental 
limits of the United States or those 
carried out elsewhere. 

Analytical results for the short half- 
lived radionuclides, iodine-131, barium- 
140, and strontium-89, are shown in 
Table 2. In contrast to the finding with 
strontium-90 and cesium-137, there is a 
positive correlation between the an- 
nounced number of nuclear weapons 
tests conducted in the United States and 
the occurrence of high concentrations of 
these radionuclides in milk from all sta- 
tions, with the exception of Sacramento. 
This relationship should not be regarded 
as precise, because the date of sample 
collection and weapons tests varied in- 
dependently, thus making it possible for 
the effect of a given detonation to be 
observed in a following month. Neither 
is any information presented regarding 
the magnitude of the explosions in the 
various tests. One explanation for the 
seemingly anomalous results on milk 
from the Sacramento area might reside 
in the fact that the prevailing west-to- 
east movement of air over the United 
States could carry fall-out from the 
Nevada test area away from Sacramento. 
If such be the case, most of the short 
half-lived isotopes circling the globe 
would have decayed or dispersed before 
returning to the Sacramento area. 

The relationship which the levels of 
iodine-131 bear to the dates of con- 
tinental weapons tests appears to be a 
direct one. For all stations, except Sac- 
ramento, the concentrations of iodine- 
131 were relatively high during the 
summer and fall when continental 
nuclear weapons tests were being con- 
ducted. 

Similar findings were obtained con- 
cerning barium-140 and strontium-89, 
except that the rates of increase and de- 
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1957-1958 Sacramento Salt Lake City 


— 


May 
June 
July 
Aug. 
Sept. 
Oct. 
Nov. 
Dec. 
Jan. 
Feb. 
Mar. 
Apr. 


D ty 
Awe 


Average 


crease were more gradual, especially in 
the case of strontium-89. These differ- 
ences are not unexpected if the respec- 
tive half-lives of these two radionuclides 
are taken into account. Statistical 
analyses of these data indicated signifi- 
cant differences in concentrations of 
these two radionuclides both by month 
and geographical location. Milk samples 
from the Sacramento area contained 
less barium-140 and strontium-89 than 
samples from any other collecting point. 
Samples collected from the other |loca- 
tions during the period of July through 
September contained greater quantities 
of barium-140 than during the other 
months, The St. Louis samples were also 
found to contain higher concentrations 
of barium-140 than those from either 
Salt Lake City, Cincinnati, or New York 
City. The strontium-89 content of the 
samples was greatest during the months 
of August through October, and again 
the samples from St. Louis were found 
to have higher concentrations than any 
of the other milksheds. 

A probable explanation for the ob- 
served differences in the influence of 
individual weapons tests on the long and 
short half-lived fission products is that 
the short half-lived products decay to 
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very low values between periods of 
weapons testing; whereas, the long half- 
lived products become mixed in the 
stratospheric reservoir of these materials 
from previous tests, thereby producing a 
relatively homogeneous fall-out. 

As yet we can offer no satisfactory ex- 
planation for the differences observed in 
concentrations of radionuclides between 
the milk samples from St. Louis and 
other areas. Preliminary attempts have 
been made to account for these differ- 
ences in terms of farming practices, 
sources of water, food supplies, breeds 
of cattle, rainfall, and other factors. As 
yet, none of these appears to show any 
substantial relation. 

The calcium content of all milk 
samples is given in Table 3 so that pyc 
of strontium-90 per gram of calcium 
(strontium units) may be calculated. An 
analysis of variance applied to these data 
indicates significant differences between 
month and geographical location, with 
samples from St. Louis higher than the 
mean value, 1.149 grams per liter, and 
the New York City samples lower. Al- 
though there is an apparent relationship 
between the concentrations of strontium- 
89, strontium-90, and barium-140 and 
the high calcium content of the milk 
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Table 3—Calcium content of milk samples (grams/liter) x 
Month Milksheds as 
St. Louis Cincinnati New York City 

1.127 Li” 1200 1.146 

1.092 Ll 1.151 
1.102 1] 1.138 
1.114 1.142 

1.090 l 1.157 

1.141 l 1.222 
1.146 l 1.192 

1.123 l 1.154 

1.149 Ll l 1.080 
1.146 1.131 12 1.144 - 

1.130 1.137 1.253 1.156 

| 


from the St. Louis milkshed, additional 
work is needed to establish the existence 
of a cause-and-effect relationship. 


Discussion 


One basis for evaluating the signifi- 
cance of these data is to compare them 
to the MPCs of radionuclides established 
for water.’’* These values can be ap- 
plied to foodstuffs if the units be changed 
from pc/ml to (wet weight).” An 
MPC for any given radionuclide may be 
defined as that concentration which, if 
continually ingested or inhaled, will re- 
sult in the maximum permissible ex- 
posure to the critical organ. The factors 
involved in arriving at these values are 
numerous and complicated, and they are 
not included here, owing to the limita- 
tions of space plus the fact that they 
have been adequately discussed else- 
where.’'*'* It should be emphasized, 
however, that the MPC values were 
originally calculated on the basis of 
occupational exposure (equivalent either 
to an acceptable x-ray dose or to an ac- 
ceptable body burden of radium-226) 
and have been subsequently adapted as 
standards for the general population by 
the application of appropriate factors. 
Although the current MPCs’ represented 
the best collective judgment of the Na- 
tional Committee on Radiation Protec- 
tion at the time of their publication in 
1953, it was generally recognized that 
the problem of establishing a_ basic 
formula for determining precisely the 
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maximum permissible limits of exposure 
would require many years of further 
study. 

More recent deliberations by the Na- 
tional Committee on Radiation Protec- 
tion and the International Commission 
on Radiological Protection have tended 
to favor more conservative MPCs, such 
as the tentative values given in NBS 
Handbook 66 for occupational ex- 
posure.’ In view of this trend, the 
forthcoming revision of Handbook 52 
may contain lower numerical values for 
the MPCs applicable to the general popu- 
lation than those of the present edition. 

Hence, extant MPC values, as well as 
any variations that may appear in the 
foreseeable future, must be considered 
tentative and subject to changes result- 
ing from the accumulation of new knowl- 
edge. Therefore, the recommended 
values constitute only a rough guide to. 
action by public health administrators, 
pending the development of solid evi- 
dence to provide a firm basis for stand- 
ards, 

To enable public health workers to 
make a preliminary estimate of the pos- 
sible hazard associated with long-term 
use of milk at the present level of radio- 
activity, the average values for indi- 
vidual radionuclides from each sampling 
point have been expressed as percentages 
of their MPCs, which are presented in 
Table 4. These data reveal that the 
radionuclide of greatest potential hazard 
in milk is strontium-90, followed by 
iodine-131, while all of the other radio- 


Table 4—Average radionuclide contribution of milk expressed as a per cent of 


maximum permissible concentration for the general population’: 


MPC 


Sr90 6.2 5.3 
1131 3, 1.0 8.3 
Sr89 0.3 0.4 


Cs137 0.03 0.04 
Bal40 I 0.01 0.02 
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Radionuclide (pyc/liter) Sacramento Salt Lake City _ St. Louis 


Milksheds 


‘Cincinnati New York City 


11.7 6.9 6.8 
8.6 4.5 2.6 
1.3 0.6 0.6 
0.03 0.03 0.03 
0.05 0.02 0.02 


z= 
4 
Py 
3 
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nuclides may be regarded as relatively 
unimportant. A direct comparison of the 
concentrations in milk with the MPCs 
of these radionuclides does not neces- 
sarily allow an accurate evaluation of the 
contributions made by milk. It will be 
recalled that the MPC (for water) is de- 
fined as that concentration which, if in- 
gested continuously, will result in the 
maximum permissible exposure to the 
critical organ. In these calculations, an 
intake of 2.2 liters of water per day is 
assumed.’ If the MPC for strontium-90 
be multiplied by the daily water intake, 
the result is a maximum daily allowable 
amount of strontium-90 which is 176 
pepe. 

In the United States, the daily con- 
sumption of milk, or its equivalent in 
dairy products, is quite variable among 
different segments of the population, but 
generally is much less than 2.2 liters. If 
an individual consumes an average of 
one quart per day which contains 6 ppc 
of strontium-90, he will receive from 
milk about 3.3 per cent of the maximum 
permissible amount of strontium-90 in- 
stead of approximately 7.5 per cent as 
would be indicated by direct calculation 
from the MPC. Similarly, assuming this 
quart of milk also contained 150 ppe 
iodine-131, he will then receive 2.3 per 
cent of the maximum allowable amount 
of iodine-131 from this source rather 
than 5.0 per cent. 

Since milk forms only one part of the 
diet for most people, it is clear that 
radioactivity levels in milk are not neces- 
sarily an indicator of total dietary ex- 
posure. Although evidence suggests that 
strontium-90 from milk may represent 
a substantial portion of the total intake 
of this radionuclide in the United States, 
generalization on the contributions of 
milk to total radiation exposure are not 
warranted until additional evidence is 
available regarding the concentration of 
strontium-90 and the other biologically 
important radionuclides in foods gen- 
erally. 
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Summary and Conclusions 


Data are presented giving concentra- 
tions of iodine-131, strontium-89, stron- 
tium-90, barium-140, and cesium-137 in 
monthly milk samples from selected milk- 
sheds serving Sacramento, Salt Lake 
City, St. Louis, Cincinnati, and New 
York City during the period from May, 
1957, through April, 1958. 

The concentrations of iodine-131, 
barium-140, and strontium-89 varied 
widely, the higher levels being closely 
associated with the number of nuclear 
weapons tests per month in the United 
States, while tests conducted elsewhere 
in the world had a noticeable but lesser 
effect on the values observed. On the 
other hand, cesium-137 and strontium- 
90 were found not to be correlated with 
the number of concurrent weapons tests. 
Samples from each geographical area 
contained fairly consistent amounts of 
these two fission products. The samples 
from the St. Louis milkshed collected to 
date contained higher concentrations of 
strontium-90, strontium-89, and barium- 
140 than those collected from other 
areas. Although these differences were 
relatively small, they were found to be 
statistically significant. There is no com- 
pletely satisfactory explanation to ac- 
count for these findings. These differ- 
ences emphasize the need for more inten- 
sive studies concerning the factors in- 
fluencing levels of radionuclides in milk. 

A comparison of the observed concen- 
trations of the radionuclides in milk with 
their MPCs’ * indicates a need to con- 
tinue radiation surveillance (studies) on 
milk, dairy products, and other foods, in 
order to determine the contribution made 
by these substances to over-all radiation 
exposure. The data demonstrate sufh- 
cient variations in radioactivity, with re- 
spect to time and geographical location, 
to emphasize further the need for con- 
tinued monitoring in order to secure a 
more exact understanding of the prob- 
lems involved. 
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EDITORIALS 


Financing Health Services for 
Older People 


- of the most pressing problems in 
dealing with the health needs of the 
aged is to finance the costs of the care 
they need. In 1892 Charles Booth 
pointed out that “when all is said, the 
fact remains that age falls heavily on 
the poor, and that the case of the aged 
poor demands special consideration.” 
This point is as valid today as it was 
then and is basic to much of the current 
controversy on financing health care 
for older people. In the past health 
services for the aged were derived 
from four sources: direct payment by 
patients, general tax funds, endowments, 
and insurance. The relative importance 
of these has changed substantially over 
the years. Today, payments from public 
agencies and insurance schemes of vari- 
ous kinds defray the greater part of the 
expenses. 

Since the colonial period local com- 
munities in this country assumed re- 
sponsibility for the indigent ill, includ- 
ing the aged. Based on the charity of 
hospitals and clinics, or individual phil- 
anthropy, or social and religious agen- 
cies and the tax-supported poorhouse, 
the system foundered under the impact 
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of the economic depression of the 
thirties. Through federal grants-in-aid. 
the Social Security Act of 1935 made it 
possible for state governments to give 
cash assistance to needy persons who 
were aged and/or disabled. Yet, de- 
spite the higher incidence and longer 
duration of illness in this group, public 
provision of medical care for it is very 
uneven. The financing of medical care 
through public assistance has grown 
over the past two decades, but the im- 
pact of such action on the problem of 
the aged is limited. In terms of actual 
medical needs and present-day costs of 
medical care the federal contribution is 
quite tow. Furthermore, there are spe- 
cific financial limitations in many states 
where the philosophy seems to obtain 
that welfare recipients are second class 
citizens. Finally, the relationship of pre- 
payment medical care to welfare assist- 
ance has hardly begun to be explored 
as an area for future development. 

The role of prepayment in meeting 
the needs of older people who are not 
indigent is also limited, due to several 
causes. One is that voluntary health 
insurance plans rely to a very large ex- 
tent on group enrollment, generally 
through the place of employment. Fur- 
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thermore, income and age limitations 
reduce the number of persons eligible to 
join prepayment plans. Exclusion of 
preexisting conditions is another limi- 
tation, so that such plans meet only 
part of the medical needs of a certain 
proportion of seriously and/or chroni- 
cally ill persons. These characteristics 
affect the aged to a greater extent than 
younger groups of the population. These 
limitations may, in part, be removed in 
the future by the further development 
of industrial health and welfare plans, 
particularly by the growth of the recent 
tendency to extend benefits to retired 
employees and in some cases to their de- 
pendents. 

Even with these advances, however, 
older people are at a disadvantage. 
Services they need may not be included 
in the policies under which they are 
covered. Moreover, they are poor in- 
surance risks and therefore insurable 
only at premiums so high as to be be- 
yond their financial means. In general, 


voluntary prepayment as presently or- 
ganized will not be able to meet all the 
needs of older people for financing medi- 
cal and institutional care. To a greater 


degree than at present government 
(federal. state, and local) will have to 
take steps to meet the increasingly 
urgent unmet health needs of older 
persons, 

Means can certainly be devised to 
deal with these problems, but it is clear 
that there can be no single, simple 
answer. (The symposium in this issue 
of the Journal affords evidence on the 
point.) In the future the financing of 
health services for most older people 
will have to be obtained through gen- 
eral taxation, prepayment, and combina- 
tions of these approaches. However, 
the financial problem must not remain 
isolated; the social and health problems 
of the aging are interlocked with it. 
Advances in public health. medicine, 
and social conditions have made it pos- 
sible for more men and women to live 
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to be old, At the same time, social and 
economic developments, among them the 
growth of industry and the expansion of 
urban life, have created problems for 
the older person. Money, personnel, re- 
search, community action, interest in 
older people—all are needed to deal 
with these problems. Most important of 
all, however, there must be an_ all- 
pervading conviction that what we do 
to and for others today will have conse- 
quences for us tomorrow. 


Marginal People 


Ww John Dewey described per- 
sonal traits as “functions of social 
situations,” he called attention to a cru- 
cial point in the development of person- 
ality and in the determination of human 
behavior. Individual conduct can be or- 
ganized only if there is some regularity 
in the behavior of others. From the 
point of view of the individual, the most 
general function of social organization 
is to provide predictability in inter- 
personal relations. Otherwise the indi- 
vidual has no way of knowing where he 
stands; the social ground under his feet 
lacks stability and solidity. This crucial 
point has been developed by a number 
of investigators—including Emile Durk- 
heim, George H. Mead, Robert FE. Park. 
Muzafer Sherif, Kurt Lewin, Harry 
Stack Sullivan, and others. It has been 
found that when individuals are sub- 
jected to rapid and important shifts in 
social orientation so that it is difficult 
to know what to expect, they develop 
erratic behavior and evidence of emo- 
tional disturbance. Some of the con- 
sequences of such situations may be 
observed among uprooted and socially 
mobile populations, particularly in the 
personality type which has been char- 
acterized as the Marginal Man.’ 
Introduced by Robert E. Park, the 
Marginal Man was conceived as “one 
whom fate has condemned to live in 
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two societies and in two, not merely 
different but antagonistic cultures.” 
Park was concerned with the conflict 
of cultures such as generally ensues 
when people of different races and civili- 
zations come { gether to carry on a com- 
mon life. In the past few decades, it has 
been recognized that this concept is ap- 
plicable to a wide range of groups— 
delinquents, adolescents, displaced per- 
sons—and, even more recently, it has 
been applied to groups of handicapped 
individuals—the blind and the aged. 

Alan G. Gowman describes the blind 
person as a marginal man “placed out- 
side the game of life.”* He is expected 
to occupy a dependent role in society, 
and he is given a “privileged sanctuary” 
on a level of status below that of people 
who can see. Since the position of the 
blind is thus defined by the culture, 
blind individuals who are more active 
and wish to move away from the mar- 
ginal dependent position toward greater 
independence often “find themselves in 
constant opposition to these social defini- 

Another application of the concept of 
marginality has been attempted by S. 
David Pomrinse in an endeavor to better 
understand the needs of the aging indi- 
vidual as a basis for designing service 
programs which will provide maximum 
effectiveness.’ Starting with the idea 
that the one characteristic change caused 
by aging is a diminution of reserves. 
Pomrinse applies the concept of the 
“marginal man” to “an individual who, 
because of aging, demonstrates such a 
significant reduction in physiologic, 
psychologic, or social reserves as to be in 
danger of disability from stressful de- 
mands in any of those areas, He is there- 
fore increasingly close to the margin 
between functioning adequately by him- 
self and functioning only with outside 
help. This need for help, when too 
many demands are made of him, is the 
basis for designing service programs 
which will effectively support him dur- 


ing the stressful situation and restore 
him to maximum function when the need 
for support has passed,” 

Many problems in the field of com- 
munity health are concerned with mar- 
ginal people. The concept of the 
marginal man provides a_ conceptual 
tool which may help us to understand 
more clearly the situation and the needs 
of such people. Even more broadly it 
points to the need to dispel what William 
James termed “A Certain Blindness in 
Human Beings.”* The blindness to 
which he referred was our inability in 
many instances to recognize the mean- 
ing of other people’s lives. What health 
workers most often must know is what 
goes on behind the faces of men and 
women who for one reason or another 
are marginal in our socicty, and as they 
understand they will see themselves and 
the others in a new light. 
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United States Aids International 
Health Research 


HE investigation of health problems in 

the modern period has had a marked 
international character. As a result, 
public health and medicine have bene- 
fited from discoveries which have trans- 
cended national boundaries. Today, 
the complexity and the volume of re- 
search in the various sciences that bear 
on the health of the individual and the 
community render especially necessary 
the promptest possible exchange of 
scientific information. Furthermore, in 
a world where distance has shrunk be- 
cause of the revolution in transporta- 
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tion, effective international cooperation 
is recognized as obligatory to prevent or 
to control the spread of communicable 
diseases and to further human health 
and welfare. 

Increasingly, the United States has 
engaged in international health research 
and service activities. In the fiscal 
year that ended June 30, 1958, the Na- 
tional Institutes of Health spent $3,619,- 
671 on international research. This par- 
ticipation has been most intensive in 
two areas: support of research abroad 
and interchange of scientific personnel. 
These two accounted in 1958 for about 
$2.9 million of the total $3.6 million.* 

Through NIH supported programs 
medical research is conducted by Ameri- 
can scientists abroad and by foreign 
scientists in this country. As part of 
this activity, over 80 visiting scientists 
are utilizing NIH laboratory and clinical 
resources for medical research; and 
NIH in 1958 supported 86 American 
research fellows studying in 11 foreign 
countries. International research, that 
is, investigation carried on outside the 
United States and its territories, is sup- 
ported in two major ways by NIH. The 
first of these is through research grants, 
of which a limited number are made to 


* International Medical R h. A Compilati of 
Background Materials, Prepared for the Committee on 
Government Operations, United States Senate, and Its 
Subcommittee on Reorganization and International Organ- 
izations Pursuant to S. Res. 347, 85th Congress, Novem- 
ber 10, 1958. Washington, D. C.: Government Printing 
Office, 1958. 
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foreign nationals. In addition, the 
Public Health Service also conducts, as 
part of its activities, laboratory and 
field studies in other countries. Among 
such studies are research in filariasis in 
Tahiti, control and treatment of 
onchocerciasis in Guatemala, and re- 
search on tropical diseases endemic in 
Liberia. More recently the Middle 
American Research Laboratory was es- 
tablished in Panama to further research 
in diseases of importance in tropical 
America, such as the arthropod-borne 
viral infections. 

Other significant examples of inter- 
national activities are interchange of 
scientific information with many coun- 
tries, including a Soviet medical re- 
search translation service; and support 
of ten international scientific meetings. 

The examples cited above are but a 
small part of the international work 
being carried on by federal agencies in 
the health field. There is no doubt that 
these activities will in the long run 
leave in the minds of the intellectual 
leaders of other nations a truer picture 
than they might receive from other 
sources. Furthermore, we are today 
all members one of another. A cancer 
cell knows no politics or ideology, but 
the politics of cooperation and the funda- 
mental creed of public health and medi- 
cine can link us with men of other 
tongues and cultures in the common task 
of conquering disease and improving 
human well-being. 


“If we gain the benefits derived from constant improvements in public health 
measures, including better nutrition, must we not take adequate steps to prevent the 


ultimately disastrous consequences of ever increasing populations? 


No scientist 


or professional man has any justification for being solely “single-purpose”—which is 
next akin to working in a vacuum—nor can he, with any real satisfaction to himself, 
escape a social responsibility for the results of his actions.” 


(Fairfield Osborn, president, The Conservation Foundation, from an address delivered at the 
Conference on Nutrition, Arden House, Harriman, N. Y., December 15, 1958.) 


— 
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LEGISLATIVE NEWS 


A New Service for Journal Readers 


This will introduce to readers of the American Journal of Public Health a service 
designed to keep them abreast of happenings in Washington which are of par- 


ticular significance and interest to public health programs, 


The American Public 


Health Association’s Committee on Public Policy and Legislation has requested that 
the director of the Washington office furnish up-to-date information on the progress, 
or lack thereof, of legislative proposals being considered by the Congress. 

I am sure you will realize that a complete treatment of all issues cannot be given 
in such limited space, but we hope to present the pertinent facts in a concise and 
easily read form. In keeping with the PP&L Committee’s request, this first issue con- 
cerns itself with the somewhat complex mechanics and procedures involved in our 
federal legislative process. The committee hopes that this will give all of you a 
clearer insight into the difficulties faced in the accomplishing of desired legislation. 
Your comments and suggestions on this innovation would be most welcome. 

Berwyn F. Mattison, M.D., Executive Director 


Structure of Congress 


Because of the vast number of legis- 
lative proposals which are presented dur- 
ing each Congress (there were over 
17,000 such bills in the past Congress) , 
the House and the Senate assign specific 
areas of responsibility to committees and 
subcommittees. In the House, most bills 
relating to public health programs are 
considered by the Committee on Inter- 
state and Foreign Commerce and its Sub- 
committee on Health and Science, while 
in the Senate, these proposals are re- 
viewed by the Committee on Labor and 
Public Welfare and its Subcommittee on 
Health. Other proposals of interest to 
public health workers may be considered 
by the House Committee on Ways and 
Means and the Senate Finance Commit- 
tee or by the House and Senate Com- 
mittees on Public Works. 

If a bill is reported favorably by one 
of these committees, it will be brought 
first before the House and then the 
Senate for approval. In passing a bill, 


however, Congress only grants authority 
to an agency of the Executive Branch of 
the federal government to conduct or 
participate in health programs. 


Funds 
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must still be obtained to implement the 


approved program or activity. This is 
the responsibility of completely separate 
committees, the House and Senate Com- 
mittees on Appropriations and their re- 
spective Subcommittees on Appropria- 
tions for the Departments of Labor— 
Health, Education, and Welfare. 


How a Bill Becomes Law 


Let us follow the course of a bill 
through the necessary steps until it be- 
comes a public law and, as an example, 
we will use a law passed by the 85th 
Congress last year authorizing federal 
assistance to schools of public health. A 
Bill, HR-11414, was introduced propos- 
ing that the federal government provide 
financial aid to schools of public health. 
This bill was referred by the House 
parliamentarian to the House Committee 
on Interstate and Foreign Commerce. 
This committee then referred the bill for 
initial consideration to its Subcommit- 
tee on Health and Science. Hearings 
were conducted by the Health and Sci- 
ence Committee, at which proponents 
and opponents of the bill appeared and 
made statements either as individuals or 
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Diagram Indicating the Course of a Bill Through the House of Repr 
Comparable Procedure Followed in the Senate 
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House of 


sentetive 
Step I - Bill Introduced 


Step V1- to House for Vote 


Rules Committee 


Step V - to Rules 
Committee for 
Agreement 


Committee 


Step II - Referred to 
Committee < 


Step Iv - Sent Back to 
Full Committee 


Subcommitte 
rPStep Sent to Sub- 


committee for Hearing 


on behalf of the organizations which they 
represented. The subcommittee then 
met in Executive Session to weigh the 
arguments for and against, and since the 
majority of the subcommittee voted 
favorably, the bill was then brought be- 
fore the full committee. The full House 
Interstate and Foreign Commerce Com- 
mittee then considered the bill and voted 
to report it favorably to the House. The 
next step was to obtain agreement from 
the House Rules Committee to place the 
bill on the House calendar. A rule was 
given, the bill was taken before the 
House and. after discussion, passed. 
The bill. as passed by the House, was 
then referred to the Senate for considera- 
tion by the Senate Committee on Labor 
and Public Welfare, following the same 
procedure already described for the 
House. The Senate agreed to the pro- 
posal as made by the House and, upon 
passage in the Senate, the bill was for- 
warded to the White House to be signed 
by the President. With President Eisen- 
hower’s signature, the bill became Public 
Law 85-544. The enactment of this 
public law simply granted authority 
to the federal government to furnish 
moneys to schools of public health. No 
funds were appropriated for fiscal year 
1959 even though authority to so act 


had been obtained. 


FEBRUARY, 1959 


The foregoing discussion of legisla- 
tive process is intended to give the read- 
ers of the Journal a fuller appreciation of 
the difficulties and complexities involved 
in the promotion of legislation. Some- 
times everything goes smoothly and with- 
out undue delay. At other times, how- 
ever, there may be many problems and 
obstacles. At all times, promotion of 
legislation is inclined to be hazardous 
and uncertain. Congressmen and Sena- 
tors are most responsive to the will and 
the desires of their constituents, As a 
rule, they are far more interested in 
knowing the reactions of these constitu- 
ents to a proposal relating to public 
health than they are in the wishes and 
desires of individuals from 1790 Broad- 
way, New York City. The Committee 
on Public Policy and Legislation ur- 
gently requests that all members of the 
APHA study the legislative proposals in 
which this Association is interested, and 
take the time to convey to your Con- 
gressman and Senator your opinions as 
to the merits of such proposals, or your 
reasons for opposing them. 

Future editions of this legislative 
summary will contain brief descriptions 
of legislation of interest to public health 
workers and will list the Congressional 
Committees which will consider bills 
that are proposed for enactment. 
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REPORT OF THE CHAIRMAN OF THE EXECUTIVE 
BOARD OF THE AMERICAN PUBLIC HEALTH 
ASSOCIATION TO THE GOVERNING 


COUNCIL 1957-1958 


“The Only Thing That Is Constant 
Is Change" 


VERY GENERATION talks about change, 
E and usually regards the new de- 
velopments of its own particular era as 
the most cataclysmic in the history of 
recorded civilization. So it is with us. 
To bolster our particular claim we could 
mention several occurrences of the past 
year which might well stand with other 
milestones of history. Among them 
would be the first commercial scale op- 
eration of a nuclear energy powered 
plant for the production of electrical 
energy, and the first successful launch- 
ing into outer space of a series of man- 
made contrivances now traveling in 
orbits about this planet. 

Certainly it is apparent to any public 
health worker that each of these develop- 
ments also represents the introduction of 
new public health problems falling in- 
escapably into our own professional 
“orbits.” The work which has been 
done by a number of health agencies at 
the state and federal level as well as by 
private industry with regard to establish- 
ing health safeguards for the gaseous, 
liquid, and solid effluents of the nuclear 
energy power plant have been less spec- 
tacular and less newsworthy than the 
event that necessitated them. The un- 
told story of extensive research during 
the past nine years under the aegis of 
the Department of Space Medicine in the 
Air Force, designed to fabricate an 
entirely new environment for man, 
enabling him eventually to accompany 
these marvelous explorers into outer 
space, has been less spectacular than the 
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firing of our satellites but perhaps of 
no less significance. 

This report to the Governing Council 
will attempt to record some of the ways 
in which your professional Association 
is participating in these changing times 
and is adding the impact of your collec- 
tive ‘thinking and working as well as 
your individual genius and inspiration 
to the shaping of tomorrow. 

Guide lines for a considerable re- 
organization of the American Public 
Health Association were laid down by 
the Arden House Conference in 1956. 
At that time the leadership in your As- 
sociation took a courageous and search- 
ing look at its structure. at the future of 
public health and of the ways in which 
our functions might be changed to 
better the “achievement of the physical, 
mental, and social well being of all the 
people.” The year 1957 was one of 
planning and reorganization through re- 
vision of our Constitution and By-Laws 
to provide the new structure to carry 
out our newly defined mission. And 1958 
has been a year of action—with some 
start having been made and with some 
physical evidence of accomplishment 
achieved in nearly all of the fields recom- 
mended by the Arden House group. The 
details of many of our continuing and 
of our new activities will be found in 
the reports of the chairmen of Standing 
Committees, Program Area Committees 
and the Technical Development Board. 
However, I shall attempt to outline here, 
without duplicating too frequently ma- 
terial from these other sources, some of 
the highlights of the year which has just 
ended. 
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Association Development 


One of the obvious needs that had to 
be met before Association activities and 
services could be expanded was a modest 
increase in the professional staff. In 
the past—because of this lack of suffi- 
cient staff for a great national organiza- 
tion—it was unavoidable that each staff 
person carry the responsibility for many 
different functions. This overlapping 
and dispersion of responsibility has been 
lessened considerably, first through the 
employment of more professional help 
and second through a reorganization of 
central office administrative duties. The 
Association staff functions have been 
grouped into three divisions: “Associa- 
tion Development,” which includes office 
administration, accounts, finances, mem- 
bership, public relations, publications, 
conventions and exhibits; “Program De- 
velopment,” which includes working 
with all of the Technical Development 
Board activities, the Program Area Com- 
mittees, our field surveys, liaison with 
other professional associations, staffing 
two Standing Committees (Research 
Policy and Evaluation and Standards) 
and recruitment and employment; and 
finally, a group of “Public Policy and 
Education” activities centered in three 
Standing Committees, that on Public 
Policy and Legislation, on Affiliated 
Societies and Branches, on Professional 
Education—along with the related ac- 
tivities of our Professional Examination 
Service. 

The financial picture of the Associa- 
tion can only be characterized as ex- 
hibiting “growing pains.” As anticipated 
by the Arden House Conference, the ex- 
panded function and services of the 
Association will require considerable 
addition to our annual income. During 
the year just passed grants from the 
Rockefeller Foundation and the W. K. 
Kellogg Foundation have provided 
$50,000 a year each for three years. 
We are looking forward to the need for 
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an additional $125,000 during the year 
just ahead. One of our new staff mem- 
bers has had professional experience in 
fund raising and we hope that with his 
help it will be possible to expand our in- 
come from private foundations, to ex- 
pand on a continuing basis our income 
from Sustaining Memberships, and to 
make a start in the sound development 
of a program of Agency Memberships. 

It is with a great deal of pleasure that 
I am able to report to you that the in- 
creased membership and Fellowship dues 
for 1958 have raised the income from 
that source by $25,200. Despite the 
increase in dues, 100 more new applica- 
tions for membership were received 
during 1958 than in 1957. However, 
the ratio of resignations and unpaid dues 
has increased somewhat. There has 
been only an insignificant slacking off 
of requests for Fellowship. This would 
appear to be an encouraging indication 
that public health workers of our nation 
are willing to pay more to make their 
professional Association more useful to 
them and more effective on the national 
scene. As of October 1, our member- 
ship numbered 9,732 and the number 
of Fellows of the Association has reached 
3,290. The 43 Affiliated Societies in 39 
states, Puerto Rico and Cuba, and two 
Branches, with a third applying for 
recognition at this meeting, represent a 
comprehensive coverage of the nation in 
terms of local interests. 

One of the staff additions recom- 
mended by the Arden House Conference 
was a professional public relations 
person. This position has not been filled, 
although several of the new staff people 
have experience in this field and have 
already added to our skills in relating 
to the public. We should like to accept 
as our definition for our activities in 
this field that “the best public relations 
is simply public recognition of a job well 
done.” We are therefore more interested 
at the moment in improving our services 
than in talking about them. 
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Last year’s conference at Cleveland 
was a highly successful one with 4,026 
registrants and with 165 exhibitors of 
which 67 were scientific and 98 were 
technical. Reports of the scientific 
papers presented at that conference re- 
ceived national and even international 
press coverage. 

I am sure that everyone has earlier 
this year remarked upon the new format 
of the American Journal of Public 
Health. After many decades of the 
former color and cover design the “new 
look” was launched with some trepida- 
tion. However, the plain design and the 
fresh color, together with a more readily 
located index just within the front cover 
have been the subject of many favorable 
comments during the year. Present 
circulation of the Journal is 16,200. A 
special subcommittee of the Editorial 
Board is still studying the communica- 
tion needs of the Association and has re- 
ceived suggestions from the Affiliated 
Societies as to possible additional types 
of publications. The Newsletter has 
been serving a different kind of purpose 
and a useful one in bringing to Journal 
readers informal news items on a 
quarterly basis. 

One of the most impressive ways of 
emphasizing the breadth of today’s 
public health activities is to scan two or 
three numbers of the Journal. The sub- 
ject matter covered by scientific articles, 
the scope of interest evidenced by the 
editorials, the variety of subjects covered 
by book reviews as well as the news of 
Affiliated Societies and Branches make an 
unexcelled panorama of public health as 
it is being practiced and as it is develop- 
ing to meet tomorrow’s needs. 


Program Development 


One of the most significant indications 
of progress along the lines laid down 
by the Arden House Conference has 
been the developing role played by the 
Technical Development Board in “initiat- 


244 


ing and assisting in the development of 
balanced activities by the Association in 
all aspects of the public health program.” 
It has helped to coordinate the many ac- 
tivities of the eight Program Area Com- 
mittees whose chairmen make up a major 
representation on the Board and of the 
three Standing Committees that are 
similarly represented. This has been 
accomplished without obstructing in 
any way the forward progress of these 
committees. 

Recently work parties have been estab- 
lished in the fields of chronic alcoholism, 
health services at the time of community 
disaster, and control of staphylococcal 
infections. These work parties were 
established with the sole purpose of 
working out recommendations as to the 
part the APHA should play in these 
fields. Recommendations from these 
groups will be sent through the Techni- 
cal Development Board to the Executive 
Board as to permanent assignment of 
desirable new functions either to exist- 
ing units of the Association or to new 
ones where these seem indicated. As an 
indication of the caliber of the leader- 
ship represented on the Technical De- 
velopment Board, it is interesting to note 
a comment of the chairman that, though 
each member of the TDB represents 
some interest within the Association, 
the members of the group unfailingly 
act for the welfare of the entire As- 
sociation. 

One of the most valuable field services 
of the Association for many years has 
been its community surveys. After dis- 
cussion within the Executive Board and 
the Technical Development Board it was 
agreed unanimously that this function 
should be re-emphasized and expanded. 
At the present time we are engaged in a 
comprehensive community health survey 
of Bridgeport, Conn. This is being 
carried out by a staff of consultants 
under the director of field services. 
However, as has happened many times 
in the past. a number of requests for 
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community surveys have been turned 
down during the past year. Steps are 
being taken under the guidance of the 
Program Area Committee on Public 
Health Administration to establish 
criteria for selection of communities re- 
questing surveys, together with the 
development of a system of regional 
consultation in this field which would 
supplement the limited services which 
now or at any time in the future will be 
available through staff personnel. For 
even with some increase in that staff it is 
unlikely that the APHA will ever be 
able to meet all demands made on it for 
this type of service, unless we utilize, in 
a systematic and carefully prescribed 
fashion, a considerable number of part- 
time consultants. 

The deputy executive director has 
been made responsible for reviewing 
and coordinating our liaison with other 
professional associations. We intend to 
encourage the use of ad hoc committees 
for many of the interagency projects 
that have been previously carried on by 
so-called “liaison committees.” Coinci- 
dent with this, both the director and the 
deputy director are increasing the direct 
contacts between association staff and 
top administrative staff of other major 
health agencies. It is hoped that better 
understanding and mutual acceptance of 
objectives and agency philosophy will be 
achieved over the years. 

Detailed reports of the Research 
Policy Committee and the Evaluation 
and Standards Committee will be pre- 
sented elsewhere. However, it should 
be noted that both of these committees 
have basic and far-reaching implications 
with regard to current and future ac- 
tivities of the Association. I believe that 
if our attempts to increase Association 
income are successful a full-time staff 
person for these committees should be 
secured at an early date. 

Although the Association’s Employ- 
ment Service has been of considerable 
use to many hundreds of public health 
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workers each year, there has been little 
opportunity to take an active part in the 
recruitment of public health workers for 
the official and voluntary health agencies 
of the nation. This is a function which 
the APHA has an evident mandate to 
fulfill. In cooperation with other agency 
programs such as that initiated by the 
National Health Council in Health 
Careers, we expect during the ensuing 
year to provide additional help. This 
can be done only through our Affiliated 
Societies and Agency Members with 
technics and program aids made avail- 
able through the Association. As indi- 
cated by the recent National Conference 
on Training of Public Health, the prob- 
lem of recruitment and training is basic 
to our continued effectiveness. 


Public Policy 


With the appointment several months 
ago of a full-time director of a Wash- 
ington Office, we have taken a step long 
contemplated by the Association. The 
professional person recruited as director 
of that office will also staff the Standing 
Committee on Public Policy and Legis- 
lation. The latter committee, as will be 
indicated in some detail in its report to 
the Governing Council, has hammered 
out through many intermediate stages a 
statement of general philosophy and a 
mechanism for procedure that should 
provide the Association with a blueprint 
for action in the years to come. It has 
been generally accepted that the image of 
public health in the public mind has 
been blurred. It has frequently been 
suggested by our Affiliated Societies that 
our impact on public health legislation 
both at the national and state levels 
might be more forceful. We now have 
the ways and the means better to present 
the concept of public health to the com- 
munity and to afford leadership in the 
preparation and revision of public 
policy on health as reflected by legisla- 
tive actions. 
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With the opening of our Western 
Regional Office in San Francisco and 
the appointment of a professional staff 
person as director a few months ago a 
long step forward has been taken to put 
into practice a principle to which we 
have given lip service. For at the same 
time we have recognized the need for 
greater community participation in pro- 
fessional planning and program develop- 
ment and have recognized the differences 
inherent in different geographical 
regions of our great and varied land. 
There have long been insistent demands 
from dedicated public health workers in 
several parts of the country for a closer 
relationship to their parent organization 
than was possible when separated from 
staff by even half a continent. Repeated 
meetings of representatives of Affiliated 
Societies with their Standing Commit- 
tees, and the careful consideration given 
to the needs of the Societies and 
Branches by task forces of those bodies 
have pretty clearly defined a number of 
functions and services that should be 
Association. The 


supplied by the 
mechanism of regional offices to mediate 
and supply those functions and services 
can now be tried out both in the western 
region through the San Francisco office 
and the southern region through our 


Washington office. It is hoped that with 
additional financing another staff mem- 
ber can be added to the Washington 
office specifically for field work and that 
it may be possible to consider during 
the ensuing vear the opening of one 
(final) regional office in Chicago to serv- 
ice the Affiliated Societies making up the 
Middle States Branch. I should point 
out that if it is possible to establish such 
a third office it would serve the dual 
purpose of providing the Association 
with professional staff immediately avail- 
able to act as a continuing liaison with 
the many health and welfare agencies 
centered in Chicago. This kind of con- 
tinuing relationship would seem highly 
desirable if we are to improve and ex- 
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tend our working relationships with our 
sister agencies. 


Education 


Professional education has been 
another field in which the role of the 
Association has been long accepted. The 
accreditation program for graduate 
schools of public health and our educa- 
tional qualification standards for most 
of the disciplines working in public 
health have been twin bulwarks for 
the status of public health workers in 
America. Even beyond our borders the 
establishment of educational qualifica- 
tions and of competence in graduate 
instruction has had far-flung influence 
on the levels of excellence in public 
health practice over the years. Here 
again is a field richly deserving the ex- 
pansion of staff activities. And with 
the appointment of a full-time public 
health physician with long experience 
in the field of professional education it 
is anticipated that a great deal more can 
be done. One of the most frequent re- 
quests of our Affiliated Societies has 
been for help in developing inservice 
training programs. With our expanded 
staff it is expected that this can be made 
possible in the immediate future. There 
has been little opportunity because of 
lack of staff to extend the influence of 
our Committee on Professional Educa- 
tion and its various subcommittees to 
the field of professional education at 
other than the graduate level. Here, too. 
we may look forward with some hope of 
providing more assistance than in the 
past. 

Our project supported by the National 
Institutes of Health in determination of 
factors involved in selection of a medical 
specialty continues. Preliminary in- 
formation already collected and in the 
process of analysis gives several signifi- 
cant leads to this most intriguing subject. 
As the study continues we expect that 
many of the findings can be applied di- 
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rectly to our expanded recruitment 
efforts. 

Another Association project supported 
by the National Institutes of Health is 
that in the behavioral sciences. In the 
past two months we have succeeded in 
securing the services of an excellently 
qualified anthropologist who has also 
had several years of experience in the 
health field. Under his leadership we 
are sure that a great deal of help can be 
developed for public health agencies and 
their understanding of the use of the 
social sciences. Along with two other 
major university projects in this field 
it is likely that the Association will be 
able to develop ways of applying current 
social science technics and of develop- 
ing newer knowledge in that field as it 
relates to public health so that the prac- 
tice of many aspects of public health 
can be immeasurably improved in the 
years to come. 

A major activity of the Association, 
of which the impact on standards of pro- 
fessional competence cannot be over- 
estimated, is the service provided by our 
Professional Examination Service. We 
now have contracts with 105 state civil 
service agencies, licensing boards, and 
certifying bodies. During the year just 
passed 55,000 examinations were dis- 
tributed by the Service. 

The uses of the Service have expanded 
to provide evaluation of foreign-trained 
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applicants for membership in a profes- 
sional organization; of students com- 
pleting study programs in public health 
nursing, in environmental sanitation, in 
maternal and child health; of candidates 
applying for panel membership in a 
group medical care program; and of 
physicians and engineers seeking cer- 
tification as specialists. A significant 
step about to be taken is the establish- 
ment of a research program, which pro- 
gram will permit a more penetrating 
evaluation of testing procedures. 
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COMMITTEE ON AFFILIATED SOCIETIES AND 
REGIONAL BRANCHES 


His is the first report covering a full 

year’s activity of the recently ap- 
pointed Standing Committee on Affiliated 
Societies and Regional Branches and the 
second annual report to the Governing 
Council. Following the 1955 Annual 
Meeting the Executive Board appointed 
an Ad Hoc Committee to explore 
methods of strengthening Affiliated 
Societies and Regional Branches and to 
improve relationships between them and 
the APHA. The Ad Hoc Committee held 
two meetings in 1956 and presented a 
number of recommendations to the Ex- 
ecutive Board. 

At the 1956 Annual Meeting, the Gov- 
erning Council authorized a Standing 
Committee on Affiliated Societies and 
Regional Branches. In February, 1957, 
the Executive Board appointed the com- 
mittee to continue the work initiated by 
the Ad Hoc Committee and also to begin 
the development of a program of its 
own. The initial meeting was held in 
September, 1957, at which time plans 
were laid for the committee to meet with 
representatives of Affiliated Societies and 
Regional Branches. At a _ breakfast 
meeting held during the 1957 Annual 
Meeting at Cleveland, 34 societies and 
branches were represented. Out of the 
discussion of this session came a number 
of ideas and suggestions to guide the 
committee. 

Immediately following the breakfast 
session, the committee met and adopted a 
recommendation to the Executive Board 
that there be an afternoon-evening meet- 
ing of the committee with a comparable 
group on Saturday preceding the 1958 
Annual Meeting. This was approved by 
the Executive Board and such a meet- 
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ing was scheduled for St. Louis on Satur- 
day, October 25, 1958. 

The committee’s third meeting was 
held in New York this past June and a 
fourth regular meeting will be held here 
in St. Louis, at which time the committee 
will form plans for the coming year’s ac- 
tivities. Needless to say, there has been 
much activity on the part of committee 
members between meetings, some of 
which will be noted below. 

Here is a report on what has happened 
to the ten specific recommendations 
emanating from the February, 1956. 
meeting of the Ad Hoc Committee: 

“Recommendation 1—That the As- 
sociation arrange a joint meeting of rep- 
resentatives of Affiliated Societies and 
Branches, together with representatives 
of states not affiliated with the APHA. 
for study of administrative mechanics. 
problems of relationships and organiza- 
tional procedures, and ways and means 
for better communication.” 

The committee has recognized the 
need for more uniformity of procedures 
on the part of Affiliated Societies and 
Branches and of better business relations 
between affiliates and the APHA. It was 
believed that one of the most effective 
ways of promoting understanding and 
of facilitating closer and smoother work- 
ing relationships would be through joint 
meetings. 

A real beginning was made at the 
breakfast meeting in Cleveland. Forty- 
one of 45 affiliates are to be represented 
at the second meeting in St. Louis. 

So far, these have been largely orienta- 
tion sessions, forums for exchange of 
ideas and of information on how the 
respective affiliates operate. They have 
been provocative and stimulating and 
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have laid the groundwork for what might 
well become an annual event. With suc- 
cessive meetings, specific problems will 
play a more prominent part. 

Already the committee has learned a 
great deal about the affiliates’ needs and 
what they would like from the APHA, 
their problems, ambitions, and experi- 
ences. These meetings have provided a 
wealth of constructive suggestions which 
the committee will use in carrying out 
its assignment of strengthening relation- 
ships. For example, the members of the 
Michigan Public Health Association ex- 
pressed the need for a better understand- 
ing of the APHA and what the member 
will receive in return for his dues. It 
was suggested that a new brochure be 
prepared to tell public health people 
what membership in a_ professional 
society can mean to them. MPHA and 
APHA are jointly working on such a 
brochure. The affiliate representatives 
have also taken many useful suggestions 
home with them. 

“Recommendation 2—That the tenure 
of the secretary's office of affiliates be a 
minimum of three years.” 

The advantage of continuity in office 
was immediately recognized and recom- 
mended to the affiliates. A recent ques- 
tionnaire indicates progress being made 
—two out of three secretaries hold office 
for more than one year. 

“Recommendation 3—That a sam- 
pling of opinion at the grass-roots level 
be worked out by committee members in 
their own localities, at their initiative, 
with representatives of local societies.” 

Committee members have diligently 
sampled opinions on the programs, needs 
and present activities of the state, branch, 
and national associations throughout the 
country. They have met at the 1957 and 
1958 Annual Meetings of both branches 
to exchange what they have heard. Com- 
mittee members will continue to work 
closely with their respective state and 
branch associations to broaden their 
knowledge of problems and needs. 
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“Recommendation 4—That the APHA 
establish an administrative staff unit to 
carry out the services to the affiliates as 
suggested by the committee.” 

The administrative work of the com- 
mittee has been assigned to the APHA 
membership secretary and the Member- 
ship Department. Some interesting 
facts and figures have been found from 
the recent survey of Affiliated Societies 
and Branches. For example, all but four 
of the 38 affiliates reporting have an 
attendance at Annual Meetings of more 
than 50 per cent of their memberships, 
and nine affiliates report over 75 per 
cent in attendance. More results of the 
survey are to be circulated later. 

“Recommendation 5—That the ap- 
pointment of a field representative be 
given immediate consideration as part of 
the committee’s staff unit.” 

This recommendation became a reality 
with the appointment of Robert E. My- 
tinger as director of APHA’s Western 
Regional Office. The office was opened 
in August at 760 Market Street in San 
Francisco with two staff members on the 
job. Mr. Mytinger is serving jointly 
as the director of the Western Branch 


Executive Office. 


The San Francisco office is currently 
in the process of assembling data on the 
Affiliated Societies in the region, deter- 
mining their needs for assistance, and as- 
suming the operation of Western Branch 
administrative affairs. During the year 
to come, it is intended that the director 
will attend and participate in a majority 
of meetings of Affiliated Societies in the 
region and will complete the compilation 
of data relating to organizations and 
health practices in the region. There is 
a possibility that during the forthcom- 
ing year a regional training program, 
with the assistance of a training director 
and supporting staff, may be inaugurated 
under the auspices of this office. 

“Recommendation 6—That study be 
given toward increasing and improving 
the interchange of information concern- 
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ing membership between the APHA and 
Affiliated Societies and Branches.” 

A series of communications about 
membership, news of other affiliates, and 
about committee activities has gone to 
affiliates. Also the APHA Membership 
Department has been working with the 
affiliates in promoting the membership 
of each with encouraging results. Here 
are some figures which indicate the 
changes occurring between March, 1956, 
and October, 1958: 


March. October, 
1956 1958 

Number of Affiliated 

Societies and 37 46 (and3 

Branches pending) 
Total society memberships 20,745 24.943 
Members of state society 

only 12,340 =19,535 


Members of the APHA 
only (residing in affili- 
ated states. but not 
members of affiliates) 


Members of both state 
societies and the APHA 


3,862 5,216 


4543 5,408 

“Recommendation 7—That there be 
further study of the functions and pro- 
gram relationship of the APHA, the 
Branches, and the Affiliated Societies.” 

Tentative patterns of the role of each 
have been considered on several occa- 
sions by the committee and a referee of 
the committee has been designated to 
develop specific recommendations, Any 
definitions at this stage of change and 
development will of necessity be tenta- 
tive and serve only as a guide for future 
considerations. 

One encouraging development has 
been the appointment of task forces or 
committees by a number of the societies 
and branches to study relationships. It 
was the work of such a task force in the 
Western Branch that crystallized the 
plans for intitiation of the Western 
Regional Office. 

“Recommendation 8—That a regular 
section in the Journal be set aside for 


news of and from Affiliated Societies and 
Branches.” 

Since this section’s first appearance in 
the June, 1956, Journal through the 
October, 1958, issue, a total of 86 pages 
have been devoted to “News of Affiliated 
Societies and Branches.” 

“Recommendation 9—That ways be 
explored to assist Affiliated Societies and 
Branches in increasing and improving 
publications.” 

The committee notes that, as a partial 
result of the interchange and circulation 
among affiliates of several noteworthy 
publications, now 32 Affiliated Societies 
and Branches publish a newsletter or 
journal, as compared with the 21 pub- 
lishing in 1956. 

“Recommendation 10—That study be 
given to the problems of relationship to 
the APHA of non-APHA state and 
branch members.” 

A questionnaire, designed to answer 
some of the committee’s questions about 
the “why” and “why not” of member- 
ship in the APHA, state, and branch as- 
sociations, has been prepared and tested 
in the state of Indiana. The results of 
that test convince the committee that a 
sampling of the memberships in the na- 
tional and state organizations will give 
the committee its direction for some time 
to come. For example, of the returned 
questionnaires from non-APHA mem- 
bers, over 40 per cent answered “no” to 
the question: “Do you feel you are 
missing any benefits by not belonging to 
APHA?” 

Numerous other matters have been 
under study by the committee. Financial 
relationship between affiliates and the 
APHA is currently being considered. 
particularly the rebate procedure. Re- 
lationship of affiliate membership to the 
APHA membership, possible ways in 
which the affiliates may provide more 
support to the APHA in return for the 
broadening services being provided, de- 
termination of services actually desired 
by the affiliates, and ways by which these 
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can be provided are but some of the create a climate within our total organi- 
areas being considered. zation that will facilitate a realization of 
While only a beginning has been __ this potential. 

made, significant progress is already H. M.D. 
evident. There is tremendous potential Director, Department of 
strength in Affiliated Societies and Re- Public Health, 2151 Berke- 
gional Branches. It will be the continu- ley Way, Berkeley 4, Calif., 
ing responsibility of this committee to Chairman 


Report of the chairman of the committee to the Governing Council at the 
Eighty-Sixth Annual Meeting of the American Public Health Association in 
St. Louis, Mo., October 26, 1958. 


Washington University Mental Health Research Appointment 


A graduate program “designed to prepare students for research positions involv- 
ing the application of social science theory and method to the mental health field” is 
announced by the Social Science Institute of Washington University. Appointments 
in community mental health research are open to Ph.D. degree candidates in anthro- 
pology, psychology, sociology, or related sciences. The program is supported by the 
National Institute of Mental Health. 

Training will consist of a core curriculum made up of classroom instruction and 
field activities supplemented with special seminars and lectures in such specialties as 
methods of community health research, applications of social science to health affairs, 
preventive intervention, among others. Each student’s work will be guided by an 
interdisciplinary committee of professors. The training facilities of the St. Louis 
County Health Department, the university's School of Medicine, and five affiliated 
hospitals and other community mental health agencies in the St. Louis area will 
be used. 

Students who have completed a year’s graduate training in one of the social 
sciences are eligible. Minimum annual stipends are $2,400. Applications must be 
completed by February 27, 1959. Further information from N. J. Demerath, Di- 
rector, Social Science Institute, Washington University, St. Louis 5, Mo. 
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COMMITTEE ON EVALUATION AND STANDARDS 


HE RECENT reorganization of the 

Association’s committee structure re- 
sulted in the Committee on Evaluation 
and Standards being charged with the 
responsibility of recommending policy 
in the matter of evaluative indexes and 
standards in public health. This charge, 
straightforward and direct, has never- 
theless created for the committee two 
broad areas of concern. 

These problems are best described by 
quoting from Lincoln’s speech, “A 
House Divided” in which he said, “If 
we could first know where we are, and 
whither we are tending, we could then 
better judge what to do and how to 
do it.”* 

The first and basic concern is an 
understanding or agreement at the out- 
set about what is meant by evaluation 
and what constitutes a standard. 

Are standards limited. for instance. 
to technical and quantitative proce- 
dures, or do they include administrative 
statements and qualitative judgments of 
approved practices as well? 

Many of the reports which originated 
from this committee and its predecessor 
have involved laboratory standards in 
food and water handling. or technical 
elements in the hygiene of housing. On 
the other hand, it is equally true that 
another report of the committee, “The 
Control of Communicable Diseases in 
Man,” is far afield from what might be 
termed a technical standard although 
its popularity and the accord with which 
it has been received attest to its having 
served the Association well. 

A similar case can be made for what 
constitutes the definition of evaluation. 
The Subcommittee on Uniform Termi- 
nology in Evaluation has been working 
for three years now on the problem of 


* Beveridge, Albert J., Abraham Lincoln, 
1809-1858. Boston, Mass.: Houghton-Mifflin, 
1928, Vol. TI, p. 576. 


defining evaluation and preparing a 
glossary of terms used therein. Need- 
less to say, unanimous agreement is 
difficult when definitions of evaluation 
itself range from “an appraisal of effec- 
tiveness” to “a comparison with current 
need.” 

Once definitions, or at least working 
descriptions, of evaluation and stand- 
ards can be accepted by a majority, the 
second problem involves modus oper- 
andi. Your committee is of the firm 
belief that standards-setting and evalua- 
tive functions cannot and should not be 
lodged in a single Association unit. This 
creates the second problem because the 
mechanics of carrying out this point of 
view are not easily implemented. 

Technical standards in the past have 
not been the exclusive domain of this 
one committee. Several units in the 
Association have promulgated recom- 
mended guides for procedures and 
practices in their specialized fields. 
Some of them have been highly tech- 
nical and quantitative. More of this is 
to be encouraged in the future but. 
in doing so, questions of coordination 
and independence arise since such units 
have functioned chiefly on their own in 
the past. 

As in the case of standards, evalua- 
tive activities have also not been 
restricted to a specific group in the 
Association. Publications such as, 
“What's the Score?” and “A Guide to 
Community Health Study” were as 
much measures of evaluation as “An 
Appraisal Method for Measuring the 
Quality of Housing,” despite the fact 
that only the latter of the three docu- 
ments originated with the Standards 
Committee. 

Assuming that the Association ex- 
pects all Sections, Program Area Com- 
mittees and Standing Committees to 
have an interest in evaluation and 
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standards, your committee bearing this 
title has undertaken the task of design- 
ing’ the system for this to operate. Co- 
operation and close liaison with all 
Association and many non-Association 
groups is going to be an essential and a 
continuing challenge. especially when 
the activities of the other units have in- 
cluded active evaluation and standards 
setting in the past. 

In some of the older or more estab- 
lished Association activities, separation 
of function is well delineated. Thus, 
despite the fact that the accreditation 
of schools of public health can be con- 
strued as an evaluative procedure, no 
confusion exists because no one ques- 
tions the location of this activity in the 
Committee on Professional Education. 
When a new program or activity is 
under consideration, however, there are 
likely to be questions of jurisdiction 
and overlap. Thus, in considering the 
development of standards for the gen- 
eral problem of staphylococcus infec- 
tions, the coordination of the many 
groups potentially interested in this 
subject may not be easily resolved. 

To shed light upon both of these 
problems, i.e., definition and modus 
operandi, your committee has continued 
its Subcommittee on Scope under the 
guidance of Dr. Theodore J. Bauer. In 
addition, discussion with other units has 
taken place and will continue in order 
to develop a mutual understanding of 
the relative roles of each Association 
unit. The most constructive medium for 
developing a mutual understanding is 
the Technical Development Board, 
thereby confirming the prescience of the 
authors of the Task Force Report in 
creating this body with representation 
from many committees. 

In addition, this committee has in- 
vited blocks of Sections to send repre- 
sentatives to its regular business 
meetings to stimulate sectional activities 
in developing interest in evaluation and 
standards setting. Following this. all 
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Sections will be invited to organize com- 
mittees, not necessarily limited to their 
own members, to help establish stand- 
ards and evaluative procedures in pro- 
gram areas or subjects deemed desirable. 

In guiding Sections about their choice 
of subjects, the Subcommittee on Scope 
is determining the criteria to be used 
in assessing which subject or program 
area should have standards and evalua- 
tive indexes adopted. 

When agreement has been reached 
that a subject should have standards 
adopted, the policy will be to attempt to 
locate an Association unit, either Sec- 
tion or Program Area Committee, which 
will carry out such assignment. The 
Committee on Evaluation and Standards 
hopes to maintain contact with these 
units by appointing one of its members 
to serve in a liaison capacity. As a last 
resort and only when other units of the 
Association can not be encouraged to 
carry out a standards assignment, your 
committee will consider the feasibility of 
organizing an ad hoc work party as one 
of its own subcommittees. 


A Do-Something Program 


Pending advice and help from other 
Association units concerning standards, 
the committee has embarked on what 
promises to be a fruitful exploration of 
possible new fields for standards. A 
two-day meeting during the spring 
afforded your committee an opportunity 
to give thought to the future. A tenta- 
tive list was prepared in which members 
of the committee agreed to make a 
diagnosis of the standards situation on 
the following subjects: 

1. Minimum standards in nursing home 
operation—safety, patient care, etc. 

2. Standards for the ethical promotion and 
advertising of pharmaceuticals and drugs. 

3. Standards for the care and treatment of 
narcotic addicts. 

4. Standards for the informative labeling 
of hazardous household and industrial chemi- 
cals, 
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5. Standards for control of air pollution 
and radiation hazards. 

6. Standards and recommended guides for 
community health surveys and the staffing of 
local health units. 

7. Standards for the care in hospital and 
surgery nurseries for control of staphylococ- 
cus, streptococcus, and enteric infections of 
newborn. 

8. Standards in statistical methods used in 
morbidity studies and reporting. 

9. Standards for use in case of disasters 
and civil defense. 


The plan entails the assignment of 
one topic to each member of the com- 
mittee to make a diagnosis involving a 
preliminary screening to determine: 


1. The need for standards in this subject 
and whether or not the Association should be 
involved in its establishment. 

2. The extent to which the subject is 
amenable to the setting of standards. 

3. Availability of information and body of 
knowledge to allow for the establishment of 
standards. 

4. The most likely organizational unit, in or 
out of the Association, that would cooperate 
in preparing standards. 

5. The best technics or mechanics to follow 
in getting such units interested in the 
assignment. 


A report from individual members is 
scheduled during the Annual Meeting of 


the committee in St. Louis. 


Other Committee Activity 


Your committee is always gratified 
in being able to report progress in the 
preparation of standards in fields al- 
ready established. Representing the 
experiences and thinking of leaders in 
the public health profession, such re- 
ports provide excellent guides to all 
public health workers. The following 
reports are in progress at this time: 

“Laboratory Methods for the Micro- 
biological Examination of Foods.” A 
new volume. Harry E. Goresline, Ph.D., 
chairman. The volume should be on 
sale by the time of the Annual Meeting. 

“Control of Nutritional Diseases.” A 


new report. William H. Sebrell, M.D., 


chairman. The complete manuscript 
should be ready for committee consider- 
ation in the spring of 1959. Laboratory 
procedures are not included. 

“Control of Communicable Diseases 
in Man.” Ninth edition. John E. Gor- 
don, M.D., chairman. A two-day work- 
ing committee meeting is scheduled for 
St. Louis. Expected publication date, 
1960. 

“Procedures for the Bacteriological 
Examination of Shellfish and Shellfish 
Waters.” Third edition. Cornelius B. 
Kelly, Jr., chairman. A completed re- 
port will be considered in St. Louis. It 
may be proposed for adoption as an 
Association report. Publication early in 
1959. 

“Standard Methods for the Examina- 
tion of Dairy Products.” Eleventh edi- 
tion. Luther A. Black, Ph.D., chairman. 
First draft of the manuscript is ready. 
Publication in 1960, the 50th anniver- 
sary of the publication of the first 
edition. 

“Standard Methods for the Examina- 
tion of Water, Sewage, and Industrial 
Wastes.” Eleventh edition. Published 
jointly with the American Water Works 
Association and the Federation of Sew- 
age and Industrial Wastes Associations. 
F. Wellington Gilcreas, chairman of the 
APHA committee. Good progress in 
preparation of manuscript has been 
made. Publication in 1960. 


And That's Not All 


Much of the committee’s work involv- 
ing standards results in reports such as 
the foregoing list but there is an equally 
large listing which does not. There has 
been behind-the-scenes activity in work- 
ing with Sections and in managing the 
Coordinating Committee on Laboratory 
Methods. The latter committee, of which 
Ferdinand R. Hassler, M.D., is com- 
pleting his sixth year as chairman, has 
concerned itself with bolstering the 
work of several units in the Association. 
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Subcommittees of the Coordinating 
Committee are studying such subjects 
as the application of bacteriophage 
typing technics. This committee, under 
the chairmanship of Earle K. Borman. 
has set up a nation-wide network of 
typing centers and is now working with 
international representatives in the de- 
velopment of technics and nomenclature. 
Other committees are reviewing their 
function and relationship with other 
organizations. The Subcommittee on 
Laboratory Methods for the Biological 
Examination of Air, under the chair- 
manship of F. Wellington Gilcreas, has 
been asked to review its charge in the 
light of other organizations already 
active in this field. 

The Food and Nutrition Section has 
been asked to consider the preparation 
of a report on the relationship between 
laboratory findings and the nutritional 
status of an individual. 

The Subcommittee on Health Aspects 
of Air Pollution, with John J. Phair. 
M.D., as chairman, has helped in com- 
piling a bibliography of references on 
the subject. The Subcommittee on Labo- 
ratory Research on Multiple Antigens, 
with Pearl L. Kendrick. Sc.D.. as chair- 
man, will report in St. Louis on progress 
in standards for a multiple antigen that 
includes poliomyelitis. 

I would be remiss if I did not express 
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the gratitude of your committee mem- 
bers for the opportunity to meet at a 
two-day meeting last spring. Eleven 
members in all attended. We believe the 
results show good return on the money 
invested by the Association. Likewise. 
Dr. Hassler, speaking for the Co- 
ordinating Committee on Laboratory 
Methods, comments favorably on the 
outcome of a meeting of that committee. 
By taking advantage of the presence of 
several members at a meeting in Cincin- 
nati, a meeting of the entire committee 
was made possible at nominal expense 
to the Association. 

The existence of the American Public 
Health Association, and its reason for 
being, depends upon the contributions 
of those who serve without monetary 
remuneration on its numerous commit- 
tees. We recognize that in any profes- 
sional society, such as the Association. 
we are serving ourselves when we serve 
the Association. Even so, I commend 
to you, for hearty thanks. the many 
participants in the affairs of the Com- 
mittee on Evaluation and Standards and 
its many subcommittees who give so 
unstintingly of their time and energies. 


Bernarp G, Greenserc, Ph.D., Pro- 
fessor of Biostatistics, University of 
North Carolina School of Public 
Health, Chapel Hill, N.C.. Chairman 


Report of the chairman of the committee to the Governing Council at the 
Eighty-Sixth Annual Meeting ef the American Public Health Association in 


St. Louis, Mo., October 26, 1958. 
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COMMITTEE ON PROFESSIONAL EDUCATION 


the past two years, taking its 
cue from the Arden House Task 
Force Report and from the themes of 
the recent Annual Meetings, the com- 
mittee has been engaged in a self- 
evaluation to find answers to the para- 
phrased questions, “Where is CPE 
going in public health?” and “Is CPE 
in tune with the times?” While the 
answers are not entirely crystallized as 
yet. the committee is convinced that, 
as the patterns of public health practice 
change to meet new challenges, the 
objectives and content of education for 
public health must be modified to meet 
the personnel needs of a new and more 
complex era. The philosophy and poli- 
cies of the American Public Health 
Association, in the area of professional 
education, will also have to be adapted 
to these changing patterns and needs. 
This conviction underlies the activities 
and plans of the Committee on Profes- 
sional Education which are briefly de- 
scribed in this annual report. 
Accreditation—In May, the 13 schools 
of public health,* including two in 
Canada and one in Puerto Rico, were 
re-accredited for the year 1958-1959 
(for the same degrees as previously) by 
vote of the Executive Board, on recom- 
mendation of CPE. Accreditation visits 
were made during the year to Harvard, 
Johns Hopkins, California, and Toronto 
Universities. The committee, as a result 
of its continuing study of the accredita- 
tion program, recommended to the 
Executive Board that the scope of its 
accreditation activities should “be ex- 
panded to permit it to join in the 
accreditation activity of other profes- 
sional organizations with respect to 
public health components in graduate 
programs that are in schools other than 
schools of public health.” This action 


* See page 274. 


grew out of the increasingly apparent 
need for APHA participation in the 
accreditation of specialty training pro- 
grams such as occupational medicine, 
public health nursing, sanitary engineer- 
ing, etc. The committee also endorsed 
the recommendation that a public health 
administrator should participate in ac- 
creditation visits to public health 
residency programs, and offered its 
assistance to the AMA Council on Medi- 
cal Education and Hospitals in the 
selection of persons qualified for this 
purpose. 

Insuring that schools of public health 
meet minimum standards is no longer 
the compelling reason it was when the 
accreditation program was initiated. 
The committee agreed that the periodic 
accreditation visits to schools of public 
health should involve more than a rou- 
tine review of specific criteria in rela- 
tion to accreditation, and that the visits 
and reports should be so designed as to 
have educational value for the schools, 
bringing to the faculties new ideas dis- 
tilled from experience with all the 
schools, and stimulation for experi- 
menting in new directions. Further- 
more, the visits ideally should be made 
by teams of two or more qualified 
persons to provide for group judgment 
in the review, appraisal, and recommen- 
dations related to the educational pro- 
grams of the schools of public health. 

A subcommittee of CPE is studying 
the possible need for a comprehensive 
survey of education for public health, 
with particular reference to CPE’s re- 
sponsibility for accreditation of training 
programs in this field. Pending the out- 
come of the National Conference on 
Public Health Training in July and the 
August conference of Directors of 
Chronic Disease Programs. plans are 
being made for a small planning con- 
ference of representatives of APHA, 
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ASPH, ASTHO, and possibly other or- 
ganizations, to explore further the need 
for such a survey. 

The thinking of the CPE concerning 
needed revisions of its accreditation 
program is illustrated by the following 
questions posed at its May meeting: 


1. What should be the philosophy and ob- 


jectives of accreditation? 


2. What should be the scope of the accredi- 
tation program? 

a. Should it go beyond the M.P.H., Dr. 
P.H. degree programs, as at present? 

b. Should specialty training programs be 
accredited? 

c. Should training programs in_institu- 
tions other than schools of public health be 
accredited? 

d. What should be the standards or cri- 
teria for accreditation? 


3. How can the accreditation procedure be 
improved? 

a. Should there be team visits? 

b. What information should be obtained 
from the schools prior to the visits? 

c. How frequently should re-accreditation 
visits be made? 

d. What should be the scope of the 
“inspection”? 

e. What should be the purpose, nature 
and distribution of the accreditation report? 

f. Should there be more than one level 
of accreditation (e.g., provisional)? 


4. To what extent should the accreditation 
process involve other agencies such as the 
Association of Schools of Public Health, the 
AMA Council on Medical Education, and the 
regional education associations ? 

Does CPE need reorganization to provide 
for official representation from other organ- 
izations such as the ASPH, ASTHO, etc.? 


5. How should accreditation be financed? 

a. Should the schools pay a fee (as in 
nursing ) ? 

b. Should the professional association 
bear the full cost (as in medicine, den- 
tistry) ? 

c. Should there be joint financing? 


6. What information should CPE collect 
routinely from the schools? 

a. Should CPE serve as a “clearing 
house” for information on education in 
public health? 

b. Should there be periodic reports on 
curricular trends, enrollment, costs, edu- 
cational research, problems, needs, and so 
forth? 
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Educational Qualifications—The CPE 
now has statements on educational 
qualifications of 16 different categories 
of public health personnel. These are in 
constant demand and are widely used 
by various agencies concerned with 
training and employment of public 
health workers. During this year new or 
revised statements were issued on public 
health educators and dental hygienists. 
Approved as proposed reports, for dis- 
tribution and comment, are similar 
statements on public health veterinar- 
ians, nutritionists, and executives of 
voluntary health agencies and health 
councils. In process is a report on per- 
sonnel in hospital licensing programs. 
and subcommittees have been appointed 
this year to prepare new educational 
qualifications statements on public 
health nurses and social workers. A 
subcommittee is now being formed to 
revise the 1950 report on public health 
statisticians, and consideration is being 
given to the possible need for a similar 
statement on mental health workers. 

Recruitment—The first phase of a 
broad study of problems related to the 
recruitment of public health physicians 
is moving ahead at the University of 
North Carolina, under the supervision 
of the CPE’s Subcommittee on Recruit- 
ment and with the aid of a grant from 
the National Institutes of Health. This 
first stage is concerned with a study of 
“choice of careers in medicine.” Pre- 
liminary work has also been done on 
the other two phases of the project, (1) 
a study among physicians working in 
the field of public health to try to deter- 
mine what factors influenced them to 
enter the field, and what keeps them in 
public health; and (2) a study among 
physicians formerly in public health. 
but who have left the field, to try to de- 
termine the factors which influenced 
them in those choices. A similar study 
on recruitment of public health nurses 
is being planned by a special study 
committee; however, funds for its initia- 
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tion have not yet been obtained. 

Continuing Education in Public 
Health—The CPE has been following 
with interest an activity of the Health 
Officers Section in the development of 
a continuing education program for 
public health physicians, with the first 
course scheduled during the winter in 
Louisville, Ky. A representative of the 
CPE is participating in the Section’s 
planning committee for this program, 
and his report to the CPE at its May 
meeting provoked extended discussion 
as to the relative roles of the schools of 
public health, the operating health 
agencies, and the APHA in this field. 
Recognizing the precedent and influence 
which this program may have for other 
categories of personnel, as represented 
by other APHA Sections, CPE adopted 
the following statement to define its 
position on this matter: 


“The CPE recognizes the need and in- 
creasing demand for continuation education 
for public health personnel of ail professional 
categories. Courses of continuation education 
have been developed by national and state 
agencies, universities, and professional groups. 
Further development of continuation educa- 
tion and studies of need are strongly en- 
couraged. All groups and agencies concerned 
are encouraged to take initiative and partici- 
pate in this development and study. 

“It is RECOMMENDED that such programs 
and studies be conducted by schools of public 
health, and other university components hav- 
ing appropriate resources for such training, 
in full partnership with operating agencies 
and professional associations whose personnel 
or members will benefit from these educa- 
tional services. 

“Recognizing the important need for this 
educational service and the need of schcols 
and universities for stable sources of financ- 
ing, it is rEcomMENDeD that this subject be 
included in the discussions at the forthcoming 
National Conference on Public Health Train- 
ing Resources and Needs and that a copy of 
this recommendation be sent to the Surgeon 
General of the Public Health Service. 

“It is further REecoMMENDED that this state- 
ment be distributed to universities, agencies, 


and associations concerned with continuation 
education in public health.” 

Professional Examination Service— 
The PES has continued its remarkable 
record of growth and versatility in serv- 
ing the personnel evaluation needs in 
almost all of the health disciplines, Con- 
structing examinations used by licensing 
and certification boards as the written 
part of their assessment of qualifications 
to practice is a growing activity. In 1957, 
more than 2,500 candidates took licens- 
ing or certification examinations pre- 
pared by PES in the fields of hospital 
administration, laboratory, medicine, 
medical technology, pharmacy, physical 
therapy, psychology, public health nurs- 
ing, or veterinary medicine. Over 18.- 
000 examinations were ordered by state 
health departments and civil service 
agencies for use in the selection and 
promotion of public health workers. 

General—Dr. James L. Troupin has 
been appointed APHA director for pro- 
fessional education, effective September 
17, 1958. Dr, Troupin for the past 
seven years has been chief of the Section 
of Assistance to Educational Institutions 
of WHO, and previously served as asso- 
ciate professor of public health practice 
at the Columbia University School of 
Public Health. It is expected that Dr. 
Troupin’s appointment will greatly facil- 
itate the work of the CPE, which has 
had no full-time professional staff up 
to this time. 

The following changes in CPE mem- 
bership occurred during 1958: Dr. Ray 
E. Trussell succeeded Dr. Edward G. 
McGavran; Dr. David S. Ruhe took the 
place of Mr. Sol S. Lifson; and Dr. 
Chester B. Stewart succeeded Dr. Robert 
D. Defries. Dr. Otto T. Mallery was re- 
appointed for a second term. 

E. Buackersy, Jr., D.D.S.. 

W.K. Kellogg Foundation, Battle 
Creek, Mich., Chairman. 


Report of the chairman of the committee to the Governing Council at the 
Eighty-Sixth Annual Meeting of the American Public Health Association in 


St. Louis, Mo., October 26, 1958. 
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COMMITTEE ON PUBLIC POLICY AND LEGISLATION 


Foreword 


A distinguished historian has sug- 
gested that the twentieth century will be 
chiefly remembered in the future cen- 
turies not as an age of political conflicts 
or technical inventions, but as an age in 
which human society dared to think of 
the welfare of the whole human race as 
a practical objective. 

A large role in the attainment of that 
goal rests with the public health profes- 
sion in the United States. Direction and 
leadership are essential. Public health 
can have no real direction nor can its 
future be charted except in the frame- 
work of a sound and active public policy. 
The American Public Health Associa- 
tion cannot remain aloof from its ob- 
ligations in this respect. Apropos are 
the words of Justice Holmes, “It is not 
so important where you stand, as in 
which direction you are going.” 

If this report aids by giving a pattern 
to this Association for going forward in 
the right direction, it will have served 
its purpose. 


Introduction 


The Committee on Public Policy and 
Legislation approached its assignment 
with a full appreciation of the achieve- 
ments, the past progress of the Associa- 
tion, as well as its weaknesses. It further 
appreciates that as an Association we 
cannot defend a nonprogressive or non- 
productive program, either from the 
technical or administrative standpoint, 
nor can we elevate the status of our pro- 
fession by the mere pointing of a finger 
at weak links in our professional organi- 
zation chain. Neither can we rest on 
past laurels nor on past achievements. 

The committee in its deliberations, as 
recorded in this report, while consider- 
ing organizational problems chose to 
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emphasize solutions rather than prob- 
lems. The committee recognizes that the 
majority of the members of this profes- 
sion have the vision of its potentialities 
and realize its achieved abilities. The 
committee appraised the Association’s 
program of public policy and legislation 
on the basis of what it feels the member- 
ship and the public have a right to ex- 
pect. Through this report it hopes to 
chart a course for the future in the field 
of public policy and legislation. Pro- 
fessional public health is today compet- 
ing in terms of time and money with 
many other official and nonoflicial agen- 
cies in closely allied fields. The course 
of action here recommended may be 
viewed by some as a “bold step for- 
ward’ —or at least as a departure from 
the present operational pattern, The 
committee desires to emphasize its own 
beliefs regarding the importance of the 
committee as a keystone to the future 
achievements and prestige of the Ameri- 
can Public Health Association in na- 
tional and international public health. 

The committee attempted to transform 
its target objectives as outlined in the 
Task Force Report into workable pro- 
cedures by studying (1) methods by 
which policies on operational and legis- 
lative matters can be adopted for prac- 
tical use within the framework of the 
Association, (2) ways whereby action 
can be secured to execute these policies 
effectively, especially as they pertain to 
legislation, and (3) means by which the 
membership may be kept informed. 

The committee has pointed up the 
need for clarification by the Executive 
Board of three fundamental principles. 
basic as a guide to the effective activi- 
ties of this committee. These are (1) 
clarification of the charge to the com- 
mittee, (2) delegation of authority to 
it, and (3) the role of the Association in 
legislative matters. 
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In response to the committee's request 
the Executive Board clarified the com- 
mittee’s position and function with the 
following statements: 

“The Committee on Public Policy and 
Legislation has two major functions: 

“1. Continuing evaluation and co- 
ordination of current policy status of 
the Association as to public pronounce- 
ments and legislative positions in matters 
having to do with the public’s health. 

a. Collect existing policies. 

b. Collate existing policies. 

c. Define existing policy conflicts. 

d. Define existing policy lacks. 

e. Recommend the assignment of responsi- 
bility for correction of ¢ and d. 

{. Review obsolescence of existing policies 
and recommend initiation of reconsideration 
where pertinent. 


“2. Review existing and anticipated 
legislative proposals in order to apply 
appropriate policy or recommend elab- 
oration of such where absent. To keep 
Association representatives advised of 
Association’s position for purposes of 
testimony.” 

Role of the Association in Legislative 
Matters—The committee emphatically 
reemphasizes the recommendation in 
the Task Force Report that the Associa- 
tion “will take a forthright role and be 
actively aggressive in the process of 
initiating legislation which the Associa- 
tion believes to be desirable in the in- 
terest of public health, in addition to 
passing judgment upon legislation initi- 
ated by other parties or organizations.” 

In its relationship with professions and 
allied organizations the committee be- 
lieves that the Association should be the 
spokesman for national public health. 
While not including in its over-all policy 
on legislation the specific mention of 
clearances with other organizations, the 
committee emphasizes that its members 
and staff should maintain as cordial and 
effective liaison as possible with the 
legislative offices of allied national or- 
ganizations, in order to keep our com- 
mittee and the Association informed of 


attitudes of these agencies with regard 
to important national legislation of mu- 
tual concern. 

In connection with the three charges 
to the committee for special considera- 
tion, following are the committee’s con- 
clusions, discussions, and recommenda- 
tions: 


|. Systematize Its Internal Machinery to 
Expedite Adoption by the Association, 
Through Democratic Means, of an Of- 
ficial Position on the Principles Relative 
to Matters of Public Policy 


With respect to this charge the com- 
mittee has six recommendations as fol- 
lows: 

1. There is an urgent need for estab- 
lishing the areas of public policy on 
which the Association should have an 
official position. A number of possibili- 
ties suggest themselves, including the 
initiation by the committee of a survey 
of health needs. the determining of such 
areas by the Governing Council, the Ex- 
ecutive Board, or by other existing or 
specially created committees. Of special 
importance is the development of means 
by which this committee can ascertain 
and represent the thinking of the various 
sections, state, and branch associations 
as to such areas. Much of the initiative 
for establishing these areas and state- 
ments of position must come from the 
membership through state and branch 
organizations and especially the Associa- 
tion’s sections. Based upon authori- 
zation by the Executive Board, the 
committee has already studied earlier 
resolutions of the Association. Many, 
however, refer to administrative policy 
while only relatively few can serve as a 
basis for a “legislative position.” This 
emphasizes the need for careful consid- 
eration of future resolutions. 

2. A “Manual of Policy” giving state- 
ments of principles is urgently needed. 
Methods by which these principles can 
be developed are as follows: 
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a. Direct action by the Governing Council. 
b. Direct action of the Executive Board. 
c. Initiation by Committee on Public Policy 

and Legislation for Executive Board's approval. 
d. Utilization of Resolutions. 


Obviously, the responsibility for 
adopting an official position on princi- 
ples relative to matters of public policy 
rests with the elected officials of the As- 
sociation. Except in situations of emer- 
gency, the Governing Council should es- 
tablish the principles on which public 
policy, with respect to a long-range 
program, can be formulated. In emer- 
gency situations the Executive Board is 
empowered to act for the Association 
and can advise the committee accord- 
ingly. It should also be understood 
that if, for example, this committee acts 
in an emergency on a legislative matter 
with the authorization of the Executive 
Board, the Governing Council will then 
make only a post-audit of the action 
taken. With regard to areas of special 
concern to specific sections of the As- 
sociation, the sections should be con- 
sulted in formulation of principles. 

As the first step in developing a 
manual of policy, the committee has re- 
viewed the resolutions passed by the As- 
sociation during the past ten years. It 
is conceivable that such a manual will 
have two sections, one devoted to policies 
involved in operating public health 
agencies, another devoted strictly to 
legislative policies. In the future one or 
more sections of the Association should 
be involved in the drafting of policy 
statements. The committee should send 
recommendations to the Executive 
Board for assignment of program areas 
to the particular section of the Associa- 
tion for their review rather than itself 
engage in this activity. The committee 
desires to stress the urgency of adop- 
tion by the Association of policy state- 
ments relative to some of the current 
public health problems confronting legis- 
lative bodies and administrative health 
agencies. 
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PUBLIC POLICY AND LEGISLATION 


3. The Committee on Public Policy 
and Legislation should review for com- 
ment (1) all matters of legislation in 
which the Association is active, and 
(2) all Association statements of public 
policy. 

The committee should be cognizant of 
all Association statements of public 
policy and of all legislation regardless of 
its origin, that is being sponsored by 
the Association or in which it is taking 
a position. The committee should be 
the “clearing house” for such legisla- 
tion prior to submission to the Execu- 
tive Board. It is recognized that the 
Executive Board may differ with or over- 
rule the recommendation of the commit- 
tee on a specific piece of legislation. 
When a broad policy on a specific sub- 
ject has been adopted and an official 
position taken by the Association, it is 
imperative that the committee be author- 
ized to support, oppose, or recommend 
amendments to specific legislation within 
the broad framework of the adopted 
policy and official position. However, 
any such committee action would be 
taken only with the prior knowledge and 
authorization of the executive director. 

It is understood that any proposed 
action by the committee regarding legis- 
lation should receive the approval of the 
Executive Board whenever possible. 
Obviously, some type of rapid working 
relationship should be set up with the 
Executive Board when major policy 
questions are involved and a rapid 
answer is needed. This need is well 
stated in the Task Force Report “that 
the committee must have sufficient flexi- 
bility of discretion, within broad limits 
of Executive Board action, to take 
specific action as indicated.” 

4. The committee should be delegated 
the authority to maintain effective liaison 
with the legislative officers of other per- 
tinent national agencies so as to keep 
our committee informed of the attitude 
of other agencies with regard to im- 
portant legislation of mutual concern. 
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Many national organizations are con- 
stantly involved in developing state- 
ments of principle in the public health 
field and the mutual benefits of a co- 
ordinated position are obvious. The 
Committee on Public Policy and Legis- 
lation of the APHA ‘would maintain 
liaison with the comparable committees 
in these other organizations, with pri- 
mary responsibility for this liaison 
lodged with the Washington representa- 
tive. It is understood that joint action 
with agencies to formulate new expres- 
sions of public policy would be subject 
to review of the Executive Board, when 
not covered by earlier Association ac- 
tion, 

5. Definite liaison should be estab- 
lished and maintained with all of the 
state and branch public health associa- 
tions by the committee and its staff in 
order to provide a ready means for 
soliciting country-wide congressional 
support for the Association’s federal leg- 
islative program and conversely to pro- 
vide a means for assisting states and 
branches in their state or regional legis- 
lative program when so requested. 

It should be a relatively simple matter 
to maintain relationships with the 
various state or branch associations 
through a specially designated person 
or through their secretaries, or chair- 
men of their legislative program com- 
mittees. 

The committee visualizes this working 
relationship as a “two-way street,” 
whereby the Association can be of ma- 
terial assistance to a state or branch 
health association in the development of 
its policies or principles or in the sup- 
port of its local legislative program, as 
well as receiving support from it for a 
national legislative program. 

6. Liaison should be established and 
maintained by the committee and _ its 
staff with the legislative committees of 
each section of the Association, A 
definite policy of liaison should be a 
matter of record. Much of the thinking 


and technical assistance of the member- 
ship can be transmitted to the commit- 
tee through the sections. 


ll. Establish Machinery to Bring the In- 
fluence of the Association to Bear Asi 
the Matter in Question 


This item is directed toward action on 
the conclusions and discussions formu- 
lated under No. I. The committee has 
five recommendations in this area: 

1. The Executive Board should grant 
authority to have a representative at a 
congressional hearing in Washington on 
short notice and have it understood 
that in the course of the hearing state- 
ments can be made which may not have 
been previously approved by the Execu- 
tive Board or the Governing Council. 

There is foundation and direction for 
this conclusion in the Task Force Report 
which states that the committee must 
have “sufficient flexibility of discretion 
within broad limits of Executive Board 
action to take specific action as indi- 
cated.” This recommendation follows 
the pattern of other active national as- 
sociations. As policies develop and the 
manual of policy is completed there 
will be few situations requiring this 
action. 

2. The Association should maintain a 
full-time legislative representative who 
would spend the majority of his time in 
the Washington office. This is the key 
to the effective operation of a national 
legislative program. The committee is 
pleased to note that this recommenda- 
tion has already been fulfilled with the 
appointment of Noble Swearingen who 
serves also as secretary to the committee. 

3. An initial annual budget of $30,000 
is necessary for the effective operation 
of the committee, including the Wash- 
ington office representative. 

It is desired to emphasize that this 
amount is a minimum. It is predicated 
upon adequate central office staff avail- 
able to the committee. It is estimated 
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that this expenditure for the legislative 
activities is well within the legal inter- 
pretation of “not a substantial activity 
of the organization,” the wording of Sec- 
tion 501-C-3 of the Internal Revenue 
Code. Thus tax-free status of the 
APHA will not be jeopardized. 

This has been practically implemented 
by the funds already allocated. 

4. Relative to necessary clearances of 
Association statements for presentation 
to congressional committees and pertain- 
ing to legislation the Washington rep- 
resentative should submit such state- 
ments to the executive director of the 
APHA for critical review before presen- 
tation. 

The committee has in preparation a 
roster of persons who might be avail- 
able for consultation or testimony before 
legislative bodies on various public 
health matters. It likewise has in prepa- 
ration a list of resource material. 

5. In matters of Association-sponsored 
legislation, including amendments, prime 
responsibility for the actual drafting of 
the legislation should rest with the execu- 
tive director. The Committee on Public 
Policy and Legislation should be avail- 
able to review the proposals and drafts 
of suggested legislation so that the Ex- 
ecutive Board may obtain the commit- 
tee’s comments prior to final approval. 
In those instances in which some prob- 
lem is suggested as a proper subject for 
proposed legislation, this proposal would 
be submitted to the Committee on Public 
Policy and Legislation for comments 
prior to the actual drafting of the bill. 
By channeling all such matters pertain- 
ing to legislation through the commit- 
tee it will be kept constantly aware of 
all legislative activities and thus be in 
a position to serve the Association effec- 
tively. The chairman of the committee 
and the Washington _ representative 


should be available on call for meetings 
of the Executive Board and the Govern- 
ing Council in order to answer detailed 
questions. 


FEBRUARY, 1959 


PUBLIC POLICY AND LEGISLATION 


lll. Keep its Membership Constantly 
Informed of All Current Legislative 
Developments 


This is one of the key needs of the 
Association’s public policy, especially in 
legislation. The committee visualizes this 
“keeping the membership informed” as 
more than purely an information serv- 
ice. Stimulation of action by the state 
and branch associations is the target of 
keeping the membership informed. 
Hence, keeping the membership in- 
formed through the state and branch 
associations of the actions and state- 
ments at the national level must have a 
high priority. In this connection the 
committee recommends that a special 
legislative newsletter should be developed 
while the regular channels of publica- 
tion in the present form of newsletters 
and the Journal should also be utilized. 

The committee appreciates the amount 
of work and money involved in such an 
undertaking and that it cannot im- 
mediately be undertaken, but should not 
be lost sight of. 

The committee suggests that this 
phase of the program be developed fol- 
lowing these priorities: 

1. Legislative information of general inter- 
est to all Association members to be published 
in the Journal. 

2. Distribution of specific details to a select 
list, including such persons as chairmen of 
committees, secretaries of sections, Association 
officers, and any others who might have a 
vital interest in current legislative develop- 
ments. 

3. Distribution of specific information of 
regional interest to key persons in state and 
affiliated associations. 


In each state affiliate one person 
should be selected as the legislative con- 
tact. To assist in this selection the com- 
mittee at present is preparing suggested 
qualifications it believes necessary for 
such a person’s effectiveness. 

In preparing its report on these three 
items the committee became increasingly 


impressed with the logic and validity 
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of the Task Force Report. In its de- reorganization of the Association, the 
liberations the committee has accumu- committee purposely kept its conclusions 
lated considerable detailed information and discussions on a broad basis, dwell- 
relative to the functioning of other na- _ ing particularly on the solutions rather 
tional organizations in the legislative than devoting space in this report to 
field. This information was utilized in problems. 

arriving at some of the conclusions, This 

material not here included is available Crarence W. K1assen, 

for use in the preparation of future State Department of Health, 
recommendations. At this stage of the Springfield, [ll., Chairman 


Report of the chairman to the Governing Council at the Eighty-Sixth Annual 
Meeting of the American Public Health Association in St. Louis, Mo., October 
26, 1958. 


September Dental Board Examination 


The American Board of Dental Public Health will hold its next certifying ex- 
amination on September 10-11 in conjunction with the annual meeting of the 
American Dental Association in New York City. Applications for the examination 
must be submitted before May 10, 1959, on forms that may be obtained from the 
secretary of the Board. 

At the recent meeting of the Board in Dallas the following officers were elected: 
President—Philip E. Blackerby, Jr., D.D.S., associate general director, W. K. Kellogg Foundation 
Vice-President-Auditor—Robert A. Downs, D.D.S., chief, Public Health Dentistry Section, 

Colorado State Health Department 
Secretary-Treasurer—Chester V. Tossy, D.D.S., Michigan Department of Health, Lansing 


Board Member—John T. Fulton, D.D.S., Department of Epidemiology, University of North 
Carolina School of Public Health. 
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COMMITTEE ON RESEARCH POLICY 


sey Committee on Research Policy 
has continued to explore ways in 
which it may fulfill effectively its 
assigned task of “reviewing and pro- 
moting research in public health and of 
coordinating research carried out by the 
American Public Health Association.” 

The committee has met twice since 
presenting its initial report at the 1957 
Annual Meeting (A.J.P.H. 48:503-507 
(Apr.) 1958). During the year, also, 
the CRP has been seeking effective 
working relationships with the four 
other Standing Committees andthe 
eight Program Area Committees. These 
explorations have been channeled _pri- 
marily through the new Technical De- 
velopment Board. In the opinion of the 
committee, the TDB has justified itself 
as a long-needed, central, yet demo- 
cratically-structured, mechanism within 
the Association for the “initiation and 
assisting in the development of balanced 
activities . . . in all aspects of the pub- 
lic health program.” The committee be- 
lieves, however, and so recommends, 
that it, and other Standing Committees 
of the Association, should meet at least 
three times between annual meetings 
and that one of these meetings should 
be so scheduled that joint sessions of 
the Standing Committees and of Pro- 
gram Area Committees could be con- 
vened. This would facilitate the free 
and easy flow of information and the 
discussion of problems of common in- 
terest, activities so essential to the 
proper functioning of the Association. 

A definite handicap to the committee 
in approaching its assignments has been 
the lack of ongoing professional staff 
assistance; it welcomes the recent advice 
that both the executive director and the 
Executive Board of the Association are 
working on this problem and are hope- 
ful of filling this gap. As a second 
recommendation then, the CRP strongly 
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endorses the principle that all Standing 
Committees of the Association be pro- 
vided with adequately qualified, profes- 
sional staff assistance on a continuing 
basis, The CRP suggests that as of the 
present time, the equivalent of one-third 
to one-half time of a professional staff 
member be made available to the com- 
mittee for its activities. 

The committee is highly encouraged 
by the clear evidence of progress being 
achieved throughout the country in 
strengthening or establishing research 
activity as an essential and continuing 
responsibility of organized public health 
effort. This progress is apparent in 
federal, state, and local agencies, in 
voluntary agencies, and in educational 
institutions, which have a particular re- 
sponsibility to develop the necessary re- 
search disciplines and to foster the in- 
vestigative interests and capabilities of 
personnel entering the health profes- 
sions. Mention has been made else- 
where of the designation of high level 
state health department staff members 
as research coordinators or directors of 
research planning (New York State, 
Florida). More recently, in at least one 
state, plans are in progress to establish 
a division of research with clearly de- 
fined responsibilities for planning, en- 
couraging, and assisting other divisions 
and bureaus in their research activities 
(California). Also in California, the 
state-sponsored program of research and 
demonstration grants to local health de- 
partments and related agencies is now in 
active operation. This project is so 
simple and direct in its concept and so 
far reaching in its implications it could 
well be studied and emulated elsewhere 
in the country. 

One major metropolitan health de- 
partment has, just in the last few weeks, 
launched a program aimed at the en- 
couragement and support of research in 
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both public and private institutions and 
agencies on health problems of particu- 
lar concern to that community. In mak- 
ing public the plans for this latter pro- 
gram, the New York City Health 
Research Program, Mayor Wagner an- 
nounced that he would seek annual 
appropriations of local tax funds that 
would reach in the next few years one 
dollar per capita, or about eight million 
dollars, for research and research train- 
ing activities. The mayor also empha- 
sized that he was looking to the health 
department of the city, headed by the 
incoming president of this Association, 
to provide administrative leadership and 
the operational staff required for the suc- 
cess of this undertaking. 

On the national scene, constituent 
agencies of the Department of Health, 
Education, and Welfare—the Public 


Health Service, the Children’s Bureau 
and the Office of Vocational Rehabilita- 
tion—are actively pursuing their stimu- 
latory and assisting roles to the states 


and communities. In the PHS the efforts 
of the Bureau of State Services and of 
the National Institutes of Health have 
provoked favorable comment and re- 
sponse in many quarters. In the first- 
named bureau, competent headquarters 
staff has been assigned to the promotion 
and coordination of research in public 
health agencies. In addition, the con- 
sultative services available to the states 
through regional offices have been aug- 
mented to include research planning and 
development. An immediate by-product 
of these efforts is the kind of regional 
conference in Charlottesville, Va., just 
concluded where over 50 representatives 
of state, local, and voluntary health 
agencies and teaching institutions took 
part in the discussions. 

Though offering only indirect indexes 
of heightened interest in public health 
research, two phases of NIH activity 
indicate a favorable change in attitude 
of public health workers toward re- 
search endeavor. In the last 12-month 


period, the Public Health Research 
Study Section has noted not only an in- 
crease in the number of applications 
submitted for scientific review and ap- 
praisal, but an equally apparent im- 
provement in the scope and design of 
projects, For example, in the three 
latest meetings of this technical review 
panel, 121 research projects were re- 
viewed compared with 39 in an earlier 
similar interval. In addition, a pre- 
liminary tabulation of NIH research 
grant awards in the fiscal year ending 
June 30, 1958, indicates that support is 
now being provided to six local and 15 
state health departments for 47 research 
projects. During an earlier six-year 
period (1951-1956) an average of 11 
grants per year were awarded to such 
agencies. The aggregate of awards has 
increased from an average of $206,200 
per year in the earlier period to. $970,- 
642 at the present time (excluded from 
this tabulation are grants to such insti- 
tutions as Roswell Park Memorial In- 
stitute which currently is receiving 40 
grants in the amount of $492,112). 

Granted that this increase in research 
grant support from NIH to state and 
local health departments is almost five- 
fold, that grants to other agencies and 
institutions are also focused on prob- 
lems of concern to public health work- 
ers, the fact remains that the potential 
for productive research in local and state 
official health agencies remains essen- 
tially untouched. 

In its 1957 report, this committee 
noted that “in a number of states, legis- 
lative injunctions or at least formidable 
legal or fiscal barriers stand in the way 
of technically trained individuals em- 
ployed by official public health agencies 
who might otherwise incorporate _re- 
search activity in their day to day op- 
erations.” Little documentation or data 
capable of analysis have been available 
to determine the magnitude of the prob- 
lem or to point directions whereby these 
obstacles could be surmounted. This 


VOL. 49, NO. 2, A.J.P.H. 


rf 
iy 
‘ 


4 


problem is being studied jointly by the 
Office of Research Planning, NIH, and 
the government’s Division of the Census 
Bureau. Within recent weeks, pilot 
studies are being undertaken in five 
states (Connecticut, New York, Michi- 
gan, Florida, and California) to deter- 
mine the amount and nature of research 
in the health field being supported or 
performed by all governmental agencies 


in those states, The study will also in- 


clude an analysis of enabling and regu- 
lating legislation as well as the kinds 
and amounts of manpower involved. 
Although it is too early to assess the 


.findings of the pilot study, which may 


be extended on a less formal and less 
intensive basis to other states, it may 
well establish that a larger segment of 
state tax funds are being productively 
channeled to support research activity 
than has previously been recognized. 
Another indicator of increased activ- 
ity in public health research is the re- 
orientation now taking place in the 
training and research programs of 
schools of public health and other insti- 
tutions involved in the preparation of 
professional personnel. Research and 
research training grants to such insti- 
tutions have increased significantly in 
the past year. The epidemiology and 
biometry and other research training 
grants of the NIH are now well known 
to all working in this field. Although 
their influence may be indirect, funds 
made available by the PHS to training 
institutions through the Title I provi- 
sions of the Health Amendments Act of 
1956, the Public Health Traineeship 
Program, and financial assistance to 
the schools of public health, which 
may soon become available through 
the recently enacted Rhodes Bill, should 
also aid these institutions in the training 
of all types of public health manpower 
including those for research assign- 
ments, Also, in the last year, the W. K. 
Kellogg Foundation has awarded three 
significant grants, one each to the Uni- 
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versity of Michigan School of Public 
Health, the Johns Hopkins School of 
Hygiene and Public Health, and to the 
California State Health Department, to 
strengthen research and research train- 
ing activities in public health practice 
in these important centers. 

It is clearly the concern of the Asso- 
ciation to encourage and promote 
through all means at its disposal condi- 
tions more favorable to continued 
growth both in basic research in the 
sciences contributing to public health 
knowledge and in applied, develop- 
mental, or “action” research, which, for 
lack of a better term has been called by 
some “research in public health prac- 
tice.” The committee recommends that 
the Association reaffirm its policy to 
support as vigorously as its resources 
permit all measures that will lead to new 
or improved knowledge of importance 
to the health of the public. During the 
year ahead the CRP hopes to develop 
specific proposals whereby the Standing 
Committees, the Program Area Com- 
mittees, the Sections and the Affiliated 
Societies may exert their influence in 
support of such research activities. 

One of the more difficult assignments 
of the CRP is that of “coordinating re- 
search carried out by the American 
Public Health Association.” It is well 
known that the Association itself has 
been and continues to be involved in 
important investigative activities. The 
extent and nature of these research 
projects involving Association funds, 
facilities, and personnel, both staff and 
membership, are not easy to ascertain 
with the resources presently available 
to the committee. The CRP anticipates 
that the first assignment of the staff per- 
son made available to the committee 
will be to inventory all projects that 
might properly fall within its purview 
and, with the assistance of the commit- 
tee, attempt to assess the significance of 
each project to the over-all programs 
and interests of the Association. 


i 
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The committee concurs in the general 
principles enunciated in the Arden 
House Task Force Report and those ex- 
pressed from time to time by our pre- 
decessor, the former Committee on Re- 
search and Standards, namely, that the 
Association “has a strong obligation to 
be engaged in research in problems of 
the application of knowledge to public 
health practice,” and that “research 
should be carried out by the Program 
Committees in accordance with policies 
established by the Committee on Re- 
search Policy.” It should be remem- 
bered, however, that research cannot be 
undertaken as an avocational interest, 
on a casual or spare time basis, without 
competent leadership and direction, nor 
without funds and facilities. Were the 
Association, with its manifold programs 
and interests, to become more actively 
engaged than it now is in the actual 
performance of research appropriate to 
its mission, it could well overburden its 
already overstrained resources. 

The Committee on Research Policy 


recommends, therefore, that Program 
Area Committees, other Standing Com- 
mittees, Section Committees, or special 
committees of the Association advise the 
CRP of their plans before they under- 
take new research activities or seek 
funds or staff services in the name of 
the Association for such projects. The 
purpose of such referral should not be 
that of seeking or securing clearance 
or approval of research plans. Rather, 
this advice to the CRP on proposed re- 
search undertakings will provide a cen- 
tral clearing house of information on 
all intra-Association activity in this area 
available to the Technical Development 
Board, the Executive Board, and the 
Governing Council. This information 


should prove of essential value in plan- 
ning both the immediate and long-range 
programs of the Association. 


THomas D. Dusiin, M.D., Com- 
munity Services Programs, National 
Institutes of Health, Bethesda 14, 
Md., Chairman 


Report of the chairman of the committee to the Governing Council at the 
Eighty-Sixth Annual Meeting of the American Public Health Association in 


St. Louis, Mo., October 26, 1958. 
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GOVERNING COUNCIL RULES FOR PROCESSING OF 
ASSOCIATION RESOLUTIONS 


Introduction 


Resolutions of the American Public Health Association are essentially public 
announcements that may deal with policy matters in which the position of the As- 
sociation is stated with regard to public health problems or developments, or that 
may deal with nonpolicy matters such as commemoration of events. Policy resolu- 
tions are effective only in so far as they have been carefully thought through and ex- 
pressed in the way most likely to convince the audience to which they are addressed 
that the position of the Association is correct and consistent with the goals for which 
it stands. It is thus incumbent on every constituent of the Association to be alert to 
possible areas in which resolutions may be indicated and desirable. Only through 
using the broad base of the Association membership and its various groups will reso- 
lutions be both comprehensive and selective. Further, the entire membership must 
be on the alert to find ways in which they individually and the Association collec- 
tively can help to advance the aims of the resolutions. 

A new procedure for preparing and adopting Association resolutions was tried 
at the recent Annual Meeting. (See “Procedures for Adoption of Resolutions 
Changed” A.J.P.H. 48, 10: 1412 (Oct.), 1958.) The general success achieved with 


them encouraged the Governing Council to adopt the proposed methods as rules of 
procedure for the guidance of sections, the membership at large, and the Council 


itself. The full text of the rules follows. 


Committee on Resolutions 


A Committee on Resolutions, con- 
sisting of six to nine members of the 
Association, will be appointed by the 
President in accordance with the By- 
Laws. Continuity of action and thought 
will be maintained from year to year 
by limited reappointment of old mem- 
bers and inclusion of persons well ac- 
quainted with past policies and activities 
of the Association, such as past presi- 
dents or past chairmen of the Executive 
Board. 


General Policies 


Several general rules of procedure are 
hereby adopted to guide the Governing 
Council, the Committee on Resolutions, 
and the Association membership. These 
are: 
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1. Subjects suitable for an Associa- 
tion resolution, in general, are of public 
health-wide significance. If calling for 
action of some nature they should deal 
with more than action by the Associa- 
tion itself. There are other methods than 
resolutions to stimulate Association, sec- 
tion, or committee action. Following is 
a listing of: (a) suitable topics, and 
(b) unsuitable subjects. 

a. Topics suitable for an Association 
resolution : 


1. Policy statements on matters directed to 
the advancement of health. 

2. Recommendations for action by other 
organizations, possibly jointly with the APHA, 
on health programs and other activities. 


3. Commemoration of important events and 
developments affecting health. 


4. Support of, or objection to, federal legis- 
lation with recommendations to congressional 
committees or members of Congress. 
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b. Topics not suitable for Association 
resolutions: 

1. Action by the APHA or one of the sec- 
tions, committees, etc. These are suitable for 
referral directly to sections or the Executive 
Board and the resolutions machinery need not 
be used for such purposes. 

2. Endorsement of publications or products. 

3. Action entailing expenditure of funds or 
affecting directly the income of the Associa- 
tion. Such should be directed to the Execu- 
tive Board. 

4. Commemoration of the deaths of indi- 
viduals. These may be suitable for section 
action. 

5. Matters that relate only indirectly to 
health. 


2. All resolutions must be submitted 
by an officer of one of the sections or 
chairman of the section resolutions com- 
mittee speaking for the section, one of 
the Association Standing or Program 
Area Committees, a member of the Gov- 
erning Council, or an officer of an Affili- 
ated Society or Branch speaking for the 
Society or Branch. Individual members 
of the Association are urged to present 
proposed resolutions through any of the 
above channels. 

3. All resolutions must undergo re- 
view by the Committee on Resolutions 
prior to consideration by the Governing 
Council. 

4. Resolutions may be initiated by the 
Association Committee on Resolutions. 

5. A distinction will be made between 
resolutions establishing Association pol- 
icy or modifying existing policy and 
those of a nonpolicy nature, such as 
those commemorating notable events, or 
supporting legislation under policy al- 
ready established. The Association 
Committee on Resolutions will classify 


all resolutions as “policy” or “non- 


policy.” 

6. Any resolutions classified as “pol- 
icy” must be received in the Association 
office at least 60 days prior to the first 
Governing Council meeting of the An- 
nual Meeting at which the resolution is 


to be considered. 
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7. All proposed resolutions must be 
worded clearly, concisely, and in the 
usual Association form. Previously 
adopted resolutions, published in the 
Journal shortly after the Annual Meet- 
ing should be studied for style, content, 
and conciseness, 

8. A policy resolution received later 
than the 60-day deadline will be con- 
sidered by the Governing Council only 
after a report by the chairman of the 
Committee on Resolutions and on affir- 
mative vote of two-thirds of the mem- 
bers of the Governing Council present. 
Suspension of the rule must be voted for 
each instance in which the deadline is 


to be waived. 


Procedures 


Policy Resolutions 


All resolutions dealing with policy 
must be received in the Association 


office not later than 60 days before the 
first Governing Council meeting at the 


Annual Meeting. Immediately after the 
deadline for receipt of such resolutions 
the Committee on Resolutions will meet, 
finances permitting, to review and act 
on the resolutions. The responsibilities 
of the committee will consist of: 


1. Reviewing all resolutions and 
designating those that refer to policy 
matters. 


2. Determining the disposal of each 
resolution. The disposition could be: 


a. Recommending adoption by the Govern- 
ing Council. 

b. If the proposed resolution deals with 
action by the Association itself, referring to 
some existing body of the Association, such as 
the Executive Board, one of the Standing or 
Program Area Committees, or one of the sec- 
tions, for any action indicated. 

c. Referring to one of the Standing Com- 
mittees, Program Area Committees, or sections 
of the Association with a request for com- 
ment either prior to the Annual Meeting, 
during the public reading of resolutions, or at 
the Governing Council meeting where the 
resolutions may be presented for action. When 
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any resolution is of concern to any of the 
sections it will be referred appropriately for 
concurrence or comment. 

d. Referring to one or more members of 
the committee for further study prior to the 
meeting of the committee at the time of the 


Annual Meeting. 
e. Recommending disapproval by the Gov- 
erning Council. 


3. Editing, rewriting, or combining 
those resolutions to be referred to the 
Governing Council for adoption. In 
those instances where the intent of the 
original resolution may be changed dur- 
ing the editing or rewriting the final 
wording will be referred back to the 
originator for possible comment. 

4. Introducing resolutions of its own 
writing. 

5. Presenting to the administrative 
office those resolutions to be proposed 
for adoption by the Governing Council. 
These resolutions will be duplicated 
and mailed to each Governing Council 
member, the members of each section 
council and of the Committee on Public 
Policy and Legislation at least 30 days 
prior to the Annual Meeting. 

6. Concurrent with mailing of pro- 
posed resolutions to the Governing 
Council copies will also be sent to the 
Executive Board with a request for 
comment. 


Nonpolicy Resolutions 


Nonpolicy resolutions will be received 
at any time by the Committee on Resolu- 
tions up to the established time for 
closing the resolutions box at the An- 
nual Meeting. These resolutions will be 
processed by the committee during the 


meeting. 


Duties of the Committee on Resolutions 
During the Annual Meeting 

The committee will perform the fol- 
lowing duties during the Annual 
Meeting: 

1. Receive all resolutions, properly 
presented, up to the deadline hour 
established by the Governing Council. 
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2. Separate policy resolutions from 
others in those resolutions received sub- 
sequent to the 60-day deadline, includ- 
ing those received at the time of the 
Annual Meeting. Policy resolutions will 
be processed and handled in accordance 
with the actions outlined under Policy 
Resolutions preceding and held for the 
following Annual Meeting. 

3. Read at a public meeting, for com- 
ment, all policy resolutions previously 
distributed to the Governing Council 
and all nonpolicy resolutions received. 
Each section will be urged to have at 
least one representative, preferably from 
its resolutions committee, present to 
comment on any resolution of interest to 
the section. The Committee on Public 
Policy and Legislation will also be asked 
to appoint a representative to attend 
the public reading. 

4. Process the nonpolicy resolutions, 
disposing of them as follows: 

a. Accept for referral to the Governing 
Council, to some appropriate committee or 
section for suitable action or hold for consul- 
tation with other interested committees or 
sections. 

b. Resolutions accepted for referral to the 
Governing Council will be edited and com- 
bined with other resolutions where such is 
indicated. 

c. Duplicate as necessary resolutions to be 
presented to the Governing Council. 


5. Modify policy resolutions in the 
light of any discussions arising at the 
public reading. Drastic revision affect- 
ing intent of any resolution may result 
in a need for referring the revised form 
to interested sections or Association 
committees for concurrence. This in 
turn may result in holding the resolution 
for the following Annual Meeting. 


Action of the Committee on Resolutions 
at the Meeting of the Governing Council 

1. The chairman will read in full each 
resolution accepted for referral to the 
Governing Council. If the chairman is 
a member of the Council, he will move 
for action at the conclusion of reading 
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each resolution. If he is not a member 
he will make arrangements beforehand 
with some member of the Council to so 
move in order to get the resolution 
before the Council promptly for discus- 
sion. 

2. Any resolution not accepted for 
referral to the Governing Council will 
be read by title and its disposition 
stated. 


A Guide for Radiological Health 
Practice 


“Radiological Health Practice—A 
Guide for Public Health Administrators” 
completes another task outlined by the 
Program Area Committee on Radiologic 
Health. Starting with a general state- 
ment of the role of health departments 
in radiologic health programs’ the com- 
mittee then presented a proposed state 
regulatory act setting up a control unit 


in the state health department.’ The 


third report, “Public Exposure to loniz- 
ing Radiations,”’ discusses the princi- 
ples of radiation protection and the 
nature of hazards associated with radio- 
active materials, information that every 
public health worker should have. This 
current statement is an initial outline of 
action that any health department wish- 
ing to undertake needed administrative 
control can follow in orderly steps to 
establish a comprehensive radiation 
health activity. In a few jurisdictions 
of the United States the suggestions of 
this report have already been matched 
or surpassed. The committee believes 
that most health departments have yet 
to adopt an effective program and it is 
for these that the report is presented. 
Continuing revision will undoubtedly 


1. Public Health Policy on Radiological Health—Septem- 
ber 1957, A.J.P.H., 48, No. 5 (May) page 643. 

2. State Radiation Protection Act either with or without 
provision of a commission. Multilithed. Free from 
Book Service of the Association. 

. Public Exposure to Ionizing Radiations. $1.35. Book 
Service of the Association. 
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be necessary as practice catches up with 
the recommendations and points out 
administrative technics that are better. 

Assuming that its greatest contribu- 
tion could currently be made by provid- 
ing aid for those health departments not 
fortunate enough to have trained radio- 
logic health staff members, the com- 
mittee has directed its Guide to depart- 
ments not now adequately involved in 
this new field. Although the statement 
is divided into seven chapters it can be 
broken down into three parts: 

1. A statement of the nature of radiation, 


and radiation damage, and the magnitude of 
the radiation problem; 


2. Suggestions for health department organ- 
ization to advance from an elementary stage 
to one in which specialized skills afford a 
higher degree of control; 

3. Proposed involvement of various depart- 
ments and control measures that should be 
taken at the state level. 


A bibliography of carefully selected 
basic books and reports particularly 
useful to the public health adminis- 
trator concludes the report. 

Throughout the Guide attention is 
called to the similarity with the develop- 
ment of such earlier programs as tuber- 
culosis control and occupational health. 
The first requirement is reliable epi- 
demiological intelligence which in turn 
demands the organization of some 
means for obtaining such information. 
Training of personnel within the means 
of the department comes next. This is 
followed by a program of general edu- 
cation of the particularly exposed seg- 
ment of the public. Concomitantly with 
these steps goes the adoption and en- 
forcement of necessary regulatory stand- 
ards. These same steps can be taken by 
any health department in establishing 
a radiological health program. 

The Guide, which includes current 
prices of basic equipment, emphasizes 
the feasibility of using the best trained 
personnel presently available to start a 
general information gathering function. 
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This stage can be followed by a more 
detailed program as rapidly as fully 
trained staff members and needed equip- 
ment can be obtained. The committee 
believes that every full-time health de- 
partment can start immediately in de- 
veloping a worth-while activity. 

Daniel Bergsma, M.D., was chairman 
of the committee when the Guide was 
prepared. The Technical Development 
Board has approved publication of the 
committee report. 

Individual copies of the Guide have 
been sent to each state public health 
officer and director of environmental 
health. Single copies may be purchased 
from the Association Book Service De- 
partment for 65 cents. Quantity orders 
will be filled at special rates. 


F & N Recommends "The Medicine 
Man" 


The Food and Nutrition Section of the 
Association has prepared the following 
recommendation which it is publicizing 
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through appropriate professional journ- 
als and other media: 


“The Committee on Nutrition Information 
of the Food and Nutrition Section of the 
American Public Health Association recom- 
mends to the attention of all who are inter- 
ested in combatting food fads and nutritional 
quackery the new film entitled “The Medicine 
Man’ which has been prepared by the Ameri- 
can Medical Association in cooperation with 
the Food and Drug Administration and the 
National Better Business Bureau. ‘The Medi- 
cine Man’ represents a valuable and timely 
contribution to a concerted educational pro- 
gram to alert the public to the dangers of 
substituting food fads for sound nutrition. 

“Designed for use initially in local television 
programs, the twenty-seven-minute, black-and- 
white sound motion picture, exposes the 
dangers created by itinerant health lecturers 
who give misinformation on nutrition and by 
food supplement peddlers who misrepresent 
the value of their nutritional products. How 
the medical profession, Food and Drug Ad- 
ministration, and voluntary agencies such as 
the National Better Business Bureau cooperate 
in fighting food quacks is shown, also. 

“*The Medicine Man’ is available for 
showing to school, church, club and com- 
munity audiences through the American Medi- 
cal Association Communications Division, 535 
North Dearborn Street, Chicago 10, Il. 


Flu Vaccination for Heart Patients 


In a joint statement the Public Health Service and the American Heart Associa- 


tion recommend that persons with heart and blood vessel disease be vaccinated 
against influenza. The rationale for this recommendation is that “the dangers of 
influenza are far greater for patients with heart or lung disease than for others, with 
the risk—particularly great among people with lung congestion due to heart disease.” 
It has also been found that influenza vaccinations do not produce local or general 
reactions significantly hazardous to those with heart conditions. However, it is 
contraindicated for persons allergic to eggs. 

The statement is designed primarily for practicing physicians but also urges that 
persons with cardiovascular disease take the initiative in consulting with their doctors 
as to the advisability of influenza vaccination. 
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Institutions Accredited by the American Public Health Association 
for the Academic Year 1959-1960* 


Degrees for Which Accredited 


Master's 


Other 
Institution Dr.P.H. M.P.H. (P.H.Ed.) 


CaLirorNiA, UNIVERSITY OF 
School of Public Health, Berkeley 4, Calif. 
C. E. Smith, M.D., Dean 


UNIVERSITY 
School of Public Health and Administrative Medicine, 
New York 32, N. Y. 
Ray E. Trussell, M.D., Executive Officer 


Haarvarp UNIveRsITY 
School of Public Health, Boston 15, Mass. 
John C. Snyder, M.D., Dean 


Jouns Hopkins University 
School of Hygiene and Public Health, Baltimore 5, Md. 
E. L. Stebbins, M.D., Director 


Micuican, UNIVERSITY oF 
School of Public Health, Ann Arbor, Mich. 
H. F. Vaughan, Dr.P.H., Dean 


Minnesota, UNIVERSITY OF 
School of Public Health, Minneapolis 14, Minn. 
G. W. Anderson, M.D., Director 


Monrreat, UNIveRsITy OF 
School of Hygiene (Teaching in French), X (p.p.H.) 
Montreal, Quebec, Canada 
Armand Frappier, M.D., Dean 


Norra University oF 
School of Public Health, Chapel Hill, N. C. 
E. G. McGavran, M.D., Dean 


PirrspurcH, UNIVERSITY OF 
Graduate School of Public Health, Pittsburgh 13, Pa. 
James A. Crabtree, M.D., Dean 


Puerto Rico, University oF 
Department of Preventive Medicine and Public Health, 
San Juan 22, Puerto Rico 
Edward Grzegorzewski, M.D., Chairman 


Toronto, UNIVERSITY OF 
School of Hygiene, Toronto 5, Ontario, Canada 
Andrew J. Rhodes, M.D., Director 


Tutane University Mepicat 

Division of Graduate Public Health, New Orleans 12, La. 
John P. Fox, M.D., Director 

Yate University 

Department of Public Health, New Haven, Conn. 
Ira V. Hiscock, Se.D., Chairman 


* Action taken by Executive Board—December, 1958. 


274 VOL. 49, NO. 2, A.J.P.H. 


| 

xX xX 

| x x x 


NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 
SocieTY AND SECRETARY 


ALABAMA PUBLIC HEALTH ASSOCIATION, Norma 
L. Chandler, State Health Dept., Montgomery 

ARIZONA PUBLIC HEALTH ASSOCIATION, Mrs. 
Verona Mussey, State Dept. of Health, Phoenix 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

CALIFORNIA NOKTHERN PUBLIC HEALTH ASSO- 
CIATION, Mrs. Dalrie Lichtenstiger, 130 Hays St., 
San Francisco 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12, Calif. 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
E. Louise Ratcliff, M.P.H., 364 Whitney Ave., New 
Haven 11 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Nathan J. 
Schneider, Ph.D., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC ASSOCIATION, Carl Fox, 
33 Pryor St., N.E., Atlan 

HAWAIi PUBLIC HEALTH ASSOCIATION, Sadamota 
Iwashita, Dept. of Health, Honolulu 

IDAHO PUBLIC HEALTH ASSOCIATION, Wesley O. 
Young, D.M.D., P. O. Box 640, Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William 
J. Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Gale E. 
Coons, State Board of Health, Indianapolis 

IOWA PUBLIC HEALTH ASSOCIATION, Mary L. 
Wombacher, State Dept. of Health, Des Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, Evelyn 
Ford, State Board of Health, State Office Bidg., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Mrs. 
Rosalie Walters, 620 S. Third St., Louisville 2 

LOUISIANA PUBLIC HEALTH ASSOCIATION, Andrew 
Hedmeg, M.D., State Dept. of Health, New Orleans 7 

MARYLAND PUBLIC HEALTH ASSOCIATION, Lillian 
B. Davis, Sec.D., Department of Education, Baltimore 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Maurice 
J. Mayer, 405 Hollister Bldg., Lansing 

MINNESOTA PUBLIC HEALTH CONFERENCE, D. S. 
Fleming, M.D., State Dept. of Health, University 
Campus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bidg., Jefferson City 


Massachusetts Is Active 


The December issue (Vol. 20, No. 1) 
of the Massachusetts Public Health As- 
sociation Proceedings reports on a num- 
ber of activities of the group. The Sep- 
tember meeting is reported—a clinic on 
“These Things We Tried,” in which both 
the failure of a weight control group 
among students because of “over-organi- 
zation from the top” and the success of 
another; a successful Patients Relation 
Service; a glaucoma screening clinic; 
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MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1, Hardin. 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Emily 
Brickley, 1004 Capitol Bidg., Lincoln 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Daniel T. Marley, P. O. Box 8066, Albuquerque 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Allan Marlowe, 295 Flatbush Ave., Brooklyn 1 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Mrs. Kathleen Boland, State Dept. of Health, 84 Hol- 
land Ave., Albany 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
R. W. Brown, Bucombe County Health Dept., Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Jean E. Norton, R.N., Box 133, Bismarck 

OHIO PUBLIC HEALTH ASSOCIATION, Virginia Jones, 
Ohio Dept. of Health, Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Mar- 
jorie Butler, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, E. Russell 
Lee, State Board of Health, Portland 

7 VANIA PUBLIC HEALTH ASSOCIATION, 

a J. Petach, R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Luisa L. Trinidad, Santurce 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Mrs. Laura M. DeMarse, State Health Dept., Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Mrs. Virginia 
Cole, City Health Dept., 115 S. State St., Salt 


City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, William 
A. Dorsey, P. 0. Box 2088, Richmond 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Tom Drummey, State Dept. of Health, Smith 
Tower, Seattle 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Paul B. Shanks, State Health Dept., Charleston 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, 1 W. Wilson St., Madison 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines, Iowa 

SOUTHERN BRANCH, A.P.H.A., Betty Ficquett, State 
Board of Health, Columbia, S. C. 

WESTERN BRANCH, APHA, Robert E. Mytinger, 760 
Market St., San Francisco 21, Calif. 


and several other experiments were re- 
ported. There is also a brief digest of 
four papers given at earlier meetings. 

MPHA is cooperating with the Massa- 
chusetts Association of Medical Li- 
brarians in developing a form “Request 
for a Hospital Report.” Dental Health 
and Mental Health Sections have been 
established by the MPHA and an Epi- 
demiology Section is under discussion. 
Operational policies for sections de- 
veloped under the leadership of Past- 
president Nicholas I. Fiumara, M.D., 
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have been approved. There is an analysis 
of what has been done to carry out some 
of MPHA’s task force recommendations. 


Middle States Meeting Summarized 


By way of emphasizing its importance 
as a newly Affiliated Branch of the 
American Public Health Association, 
Public Health Reports of November, 
1958, has summarized the 1958 and 
ninth annual meeting of the Middle 
States Public Health Association. This 
association was voted affiliation at the 
86th Annual Meeting of APHA in St. 
Louis. 

The four subjects summarized in 
Public Health Reports concern a new 
category for nonparalytic “polio,” pro- 
posed by Herman Kleinman, M.D., chief, 
Section of Chronic Diseases, Minnesota 
Department of Health; the effect of the 
rise in reported syphilis in preventing 
later neurosyphilis as discussed by 
Harold A. Tucker, Department of Clini- 
cal Investigation, Upjohn Company; the 
story of how Sedgwick County, Kans., 
solved its urbanization problems which 
was related by the city-county health 
officer, M. Leon Bauman, M.D.; busi- 
nesslike methods for health services 
urged by Michigan’s health officer, Al- 
bert E. Heustis, M.D.; and the new 
departures in health work demanded by 
the changing times suggested by Deputy 
Surgeon General John D. Porterfield. 


Mississippi Tours a New Building 


A special feature of the 22nd annual 
meeting of the Mississippi Public Health 
Association in Jackson, December 3-5, 
was a conducted tour of the new Felix 
J. Underwood* State Board of Health 
Building. This, which is nearly com- 
pleted, is named in honor of Dr. Under- 
wood who retired recently after 35 years 
as the state’s health officer. 


* Deceased (January 9). 


“Environmental Health,” the theme of 
the conference was variously explored 
but with special attention to the chang- 
ing world. The keynote address of Mark 
Hollis, chief of sanitary engineering serv- 
ices, Public Health Service, on “From 
Rats to Roentgens—Man’s Changed En- 
vironment” was read by Wesley E. Gil- 
bertson, Mr. Hollis’ deputy. A. L. Gray, 
M.D., the new state health officer, re- 
viewed nine basic changes in the state’s 
public health structure that have been 
adaptations to changing problems. “Ad- 
justing to a Changing World” was his 
text. Among other things, he said, “a 
modern calamity in nutrition and child 
psychology is that food salesmen by 
radio and TV tell children what to eat, 
with mama yielding to the child’s de- 
mand and getting Johnny some toasted 
‘tootsies so that he may get a game, a 
pistol, a balloon, a noisemaker, and be- 
come a strong man the next day.” 

Noble Swearingen, director of APHA’s 
Washington office, represented the As- 
sociation. He outlined some of the 
hoped-for directions of APHA’s program 
in legislation and indicated something 
of what might be ahead in federal health 
legislation. 

Many other subjects relating to en- 
vironment came under scrutiny—indus- 
trial radiation health hazards, purity of 
milk supplies, the hydatid worm. The 
Community Health Service Section had a 
session on “Communications in Public 
Health,” led by J. Oliver Emmerich, an 
editor and publisher of McComb. 

A 25-year award certificate was pre- 
sented to Marie Beech of the State 
Health Department’s Sanitary Engineer- 
ing Division. Honorary memberships 
were awarded to 18 former employees 
who retired during the previous 12 
months. 

A paid up membership of 650 was 
reported with a registration of nearly 
550 at the meeting. W. R. May, M.D., 
director, Lincoln County Health Depart- 
ment, succeeded J. E. Johnston, sanitary 
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engineer of the State Health Department 
as president, and Mr. Johnston was made 
vice-president. Other officers elected are: 
President-Elect—Z. E. Oswalt 

Secretary—H. E. Boone, VD Control Program 
Treasurer—T. W. Williamson 

Each is on the staff of the State Health De- 


partment. 


Ohio District Meetings 


Autumn is annual meeting time for 
the four district organizations of the 
Ohio Public Health Association. On 
October 10 the Northeast District met in 
Cleveland to discuss “Public Health in 
the Atomic Age.” Herman Schafer, bio- 
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physicist, Pensacola Naval Aviation 
School of Medicine, made the key ad- 
dress before an audience of 125. 

On October 24, “Civil Defense in 
Ohio” was the main topic of the South- 
east District meeting at Lake Hope. The 
theme of the Northwest District’s meet- 
ing on November 6 in Bowling Green 
was “What's Happening in the North- 
west District?” “School Health in Ac- 
tion” concerned the Southwest District 
meeting in Springfield on November 19. 

News of Affiliated Societies is indebted 
to the November, 1958, OPHA News- 
gram for information about these meet- 
ings. 


APHA membership biank on page XXXiIl 


Cancer Control Dividends 


A constant increase in the number of 
five-year survivals of diagnosed cases of 
cancer is indicated by text and chart in 
the November 10 issue of the Connecti- 
cut State Health Department’s Weekly 
Health Bulletin. In each of the four 
five-year periods between 1935 and 
1955, the percentage of survivals in- 
creased. In the first five years 24 per 
cent of those diagnosed survived at least 
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five years. In the 1950-1954 period this 
had increased to 34 per cent. 

The cancer control program in the 
state was organized in 1935. The medi- 
cal profession, hospitals, the Cancer 
Society, and the State Health Depart- 
ment have each had a hand in the pro- 
gram with the full cooperation and sup- 
port of the public. The beneficial results 
have been manifold, says the bulletin. 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 
individuals. The charges are $5 for the first 50 words or fraction thereof and $1 for each 
additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 


All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Medical Health Officer—for Las Animas- 
Huerfano Health Department; offices in Trini- 
dad, Colo. This is an established unit with 
qualified personnel. Salary starts at $11,000. 
Address inquiries to Dalton Roberts, Chief, 
Administrative Services, Colorado State De- 
partment of Public Health, 420 State Office 
Bldg., Denver 2, Colo. 


Florida, Brevard County Health Depart- 
ment (Cocoa, Melbourne, and _ Titusville, 
Fla.). Psychiatrist—to organize and direct 
outpatient clinic under auspices of County 
Health Department. Preferably Board certi- 
fied, but will accept one who is eligible: 
experience with children, adolescents, and 
adults; generalized service, including dis- 
charged state hospital patients, alcoholics, 
court referrals. No other psychiatrist in 
county; mushrooming population (100,000 
in county) in this missile community (Cape 
Canaveral). Full-time Health Officer IV 
—$11,040-$13,800; part-time up to $9,900; 
must be licensed if not full time; up to two 
years for licensure if employed full time. 
Contact Dr. J. D. Workman, Brevard County 
Health Department, 1010 S. Dixie Highway, 
Cocoa, Fla., or Dr. Wayne Yeager, Director, 
Bureau of Mental Health, Florida State 
Board of Health, Box 210, Jacksonville, Fla. 


Medical Health Officer—for established 
rural county health department in central 
Illinois. Good personnel policies with vaca- 
tion and retirement. Salary range $9,600- 
$12,000 for physician with public health train- 
ing and experience. Contact W. T. Douglas, 
M.D., Hillsboro, Il. 


Administrative Medical Censultant—in 
state vocational rehabilitation program. Act 
as technical medical adviser and consultant 
and supervise medical consulting staff in 
disability determination. Must have three 
years of professional medical experience and 


have been graduated in medicine, supple- 
mented by a one-year rotating internship in 
an approved hospital, and able to be licensed 
in Oregon. Preference will be given to those 
with an M.P.H. Salary range $12,840- 
$13,800. Apply Oregon Civil Service Commis- 
sion, Public Service Bldg., Salem, Ore. 


The West Virginia State Health Depart- 
ment is recruiting for the following vacancy: 
Director, Division of Maternal and Child 
Health—Annual salary $14,400, plus travel 
expense. Minimum requirements: graduation 
from a Grade A medical school; completion 
of at least two years of graduate training or 
experience in clinical pediatrics or obstetrics, 
or both; and eligible for a medical license in 
West Virginia. Position is under the West 
Virginia Merit System. Write to N. H. Dyer, 
M.D., Director, West Virginia State Depart- 
ment of Health, Charleston 5, W. Va. 


Assistant County Health Officer—San 
Francisco Bay Area. To direct major program 
or geographical division of expanding health 
department. $998-$1,100 per month. Re- 
quirements: California medical license plus 
three years’ public health experience or two 
years’ experience plus one year graduate study. 
Alameda County Civil Service, 188 12th St., 
Oakland 7, Calif. 


Assistant Health Officer—for rapidly 
growing suburban county of 350,000, situated 
adjacent to Washington, D. C. New, spacious, 
air-conditioned building, liberal vacation, sick 
leave, and retirement benefits. Approximate 
salary $10,620-$12745. Murray Grant, M.D., 
Prince Georges County Health Department, 
Cheverly, Md. 


Health Officer—Coos County, Ore., situ- 
ated in southwest part of state bordering 
ocean. Excellent fishing and hunting. Salary 
$13,500-$14,500, depending on qualifications. 
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Must have M.P.H. degree, some health depart- 
ment experience, and be eligible for licensure 
in Oregon. Position under Merit System; 
Social Security supplemented by state retire- 
ment. Write to Honorable James W. Harrison, 
Judge, Coos County, Court House, Coquille, 
Ore., or Mr. Alfred T. Johnson, Personnel 
Director, Oregon State Board of Health, P. O. 
Box 231, Portland 7, Ore. 


Director of Health—with the + of 
Kenosha, Wis. Population 60,000. nder 
the general direction of the mayor and/or 
Board of Health, to be responsible for preser- 
vation of the public health, prevention of the 
spread of communicable diseases, and enforce- 
ment of laws relating to public health and 
sanitation; to serve as chief administrative 
officer of the Department of Health which has 
been organized for over 25 years and includes 
a nursing staff, environmental sanitation staff, 
and laboratory facilities and personnel; and to 
perform ether work as necessary to carry out 
statutory responsibilities. The salary is open. 
Civil service, vacation, sick leave, Social 
Security, and retirement benefits. Write 
Mayor Eugene R. Hammond, Room 17, City 
Hall, Kenosha, Wis. 


Crippled Children’s Hospital Adminis- 
trator—Administers and develops a_rehabili- 
tation program in a 210-bed hospital for chil- 
dren with chronic diseases, including con- 
genital amputees, cerebral palsy, paraplegia, 
and spina bifida. Hospital located in uni- 
versity town in central Pennsylvania. Some 
hospital administrative experience desirable; 
salary open. For further information or ap- 
plications, please contact Dr. C. Earl Al- 
brecht, Deputy Secretary, Pennsylvania De- 
partment of Health, P. O. Box 90, Harris- 
burg, Pa. 


Sanitary Engineers—Career opportunities 
with Michigan Department of Health. Two 
openings in salary range $5,993-$7.225; one 
opening in salary range $7,099-$8,727. Mini- 
mum requirements: bachelor’s degree in civil, 
sanitary, or chemical engineering, plus either 
one or two years of engineering experience. 
Good vacation plan, substantial sick leave 
allowance with unlimited accumulation, plus 
many other Michigan Civil Service job extras. 
For further information, write W. F. Shep- 
hard, Director, Division of Engineering, Michi- 
gan Department of Health, Lansing 4, Mich. 


Public Health Analyst—needed for sunny 
Southern California county health department. 
College graduation with at least six units in 
statistics and research methods required, plus 
one year of technical research statistical ex- 
perience. Six semester units of public health 
graduate work may be substituted for re- 
quired experience. $438-$532. Applicants 
with three years’ experience start at $483. 
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Excellent working conditions and benefits. 
Personnel Department, 236 Third St., San 
Bernardino, Calif. 


Director, Assistant Director of Psychia- 
tric Nursing Services, and Mental Health 
Nursing Consultant—for a new, developing 
service in the newest state. Minimum qualifi- 
cations for director position: graduate level 
preparation in psychiatric nursing, four years 
of experience, two years of which shall have 
been supervisory or administrative experience. 
Salary $9,000-$10,800. For assistant director 
of psychiatric nursing services: graduate level 
preparation in psychiatric nursing amd three 
years of experience, one year of which shall 
have been in a supervisory capacity. Salary 
$7,200-$8,400. Mental health nursing consult- 
ant: graduate level preparation for public 
health nursing program and one year in a 
teaching or supervisory position. Salary 
$7,200-$8.400. A cost of living differential is 
allowed based on the area of assignment. 
Application obtainable from Helen Hartigan, 
Chief, Section of Nursing, Alaska Department 
of Health, Juneau, Alaska. 


Tuberculosis Nursing Consultant—to 
carry out a program of consultation and edu- 
cation in tuberculosis nursing. Minimum 
qualifications: an A.B. or B.S. degree, prepa- 
ration for public health nursing, advanced 
study or experience in tuberculosis nursing, 
and two years of experience in a generalized 
public health nursing program, which may 
include one year in a supervisory or teaching 
capacity. Salary $6,360-$7,560. Applications 
obtainable from Helen Hartigan, Chief, Sec- 
tion of Nursing, Alaska Department of 
Health, Juneau, Alaska. 


Director, Public Health Nursing Service 
—San Mateo County, Calif., is seeking a 
well qualified public health nurse to direct 
the Public Health Nursing Service under the 
Department of Health and Welfare and serve 
as executive director of the County Visiting 
Nursing Association. Salary range: $581- 
$725, plus $100 per month from the VNA. 
Position requires master’s degree in public 
health nursing with five years’ public health 
nursing experience. two years of which have 
been in a supervisory capacity in public 
agencies. Civil service appointment, liberal 
pension system, Social Security, extensive 
fringe benefits. Contact San Mateo County 
Civil Service Commission, Courthouse, Red- 
wood City, Calif. 


Psychiatrie Nurse Consultant — City- 
county public health unit. Generalized health 
nursing service, including public schools. 
Salary range $5,800-$6,800 per year. Progres- 
sive personnel policies. Bachelor's degree in 
public health nursing and master’s degree in 
psychiatric nursing. Four years’ experience in 
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public health nursing, including one year in 
supervision. Assist in developing and co- 
ordinating program for follow-up care for 
patients discharged from mental hospitals and 
consultation to staff. Apply to Personnel De- 
partment, The Health and Hospital Corpora- 
tion of Marion County, 730 E. Washington St., 
Indianapolis, Ind. 


Public Health Nursing Consultant — 
Combined family and child care agency. To 
coordinate child health services and to serve 
as a nursing consultant to the casework staff. 
Requirements: baccalaureate degree in public 
health nursing; postgraduate pediatric nurs- 
ing experience desirable; two years of pro- 
gressive nursing experience under qualified 
supervision in a general public health agency. 
Progressive personnel policies. Salary range 
$4,850-$6,150. Starting salary commensurate 
with the applicant's background. Write to 
The Reverend Paul J. Hickey, Director, 
Catholic Social Services of Wayne County, 
9851 Hamilton Ave., Detroit 2, Mich. 


Public Health Nurses—Staff positions. 
Illinois’ first combination agency. Near Chi- 
cago. Nursing staff of 31. Generalized 
program, including bedside care. Liberal 
personnel policies: retirement plan; Social 
Security. Desire B.S. or P.H.N. certificate. 
Salary dependent on qualifications. Minimum 
$4,500, plus $900 car allowance. Contact 
Charles A. Lang, M.D., DuPage County 
Health Department, Wheaton, Ill. 


Public Health Nurses—Immediate open- 
ings in newly organized health department in 
Livingston County, Mich. Starting salary 
$4,500 per year with travel. Liberal personnel 
policies. Excellent opportunity for nurses 
interested in program development in rural- 
urban area enjoying the enthusiastic support 
of the schools and lay health organizations. 
Howell, the county seat, lies in the heart of 
Michigan near several large centers of popu- 
lation and the University of Michigan. Write 
Dr. A. B. Mitchell, Director, Shiawassee- 
Livingston District Health Department, Court 
House Annex, Howell, Mich. 


Public Health Nurses ($335-$455) and 
Graduate Nurses ($275-$395)—for general- 
ized public health nursing in New Mexico 
Department of Public Health. Opportunities 
for advancement, retirement plan, and other 
fringe benefits. Write Merit System Super- 
visor, Box 939, Santa Fe, N. M. 


Assistant 


Educational Director — City- 
county public health unit. Generalized public 


health nursing service, including public 
schools. Salary range $4,784-$5,616 per year. 
Progressive personnel policies. Bachelor's de- 
gree in public health nursing. Two years’ 
experience in public health nursing, including 


one year in supervision. Assist in inservice 
education and student affiliation programs. 
Apply to Personnel Department, The Health 
and Hospital Corporation of Marion County, 
730 E. Washington St., Indianapolis, Ind. 


Public Health Nurses—$4,665-$5,885 an- 
nual range, plus $250 longevity increments 
after 10-15-20 years of service. Generalized 
program, including school health and bedside 
nursing by demonstration. Must be eligible 
for license in New York State; public health 
nursing preparation required; 35-hour week, 
three weeks’ vacation, 12 days’ annual sick 
leave cumulative to 120 days, New York State 
retirement system, plus Social Security; 
health insurance benefits, city cars provided. 
Nursing staff includes director of nurses and 
supervising public health nurse. Nearby uni- 
versities in New York City offer opportunity 
for study at all levels. Write Chester A. 
Hicks, M.D., Director of Public Health, New 
Rochelle, N. Y. 


Public Health Nurse—Immediate opening 
in a generalized public health nursing pro- 
gram which includes student affiliation. Eligi- 
bility for Wisconsin state registration and 
public health certification required. Salary 
$379-$425. Car allowance, five-day week, re- 
tirement plan, and Social Security, liberal 
hospitalization, sick leave, and vacation bene- 
fits. Apply Director of Personnel, City Hall, 
Kenosha, Wis. 


Public Health Nursing Consultant (as- 
sistant to director of public health nursing in 
state health department)—Give consultation 
to public health personnel in all phases of 
public health nursing, including inservice 
education; prepare manuals, guides, etc., for 
public health nurses; assist in administration 
of program. Bachelor's degree in public 
health nursing minimum preparation; master’s 
degree desirable; four years’ experience in 
public health nursing, including two in ad- 
ministration or supervision. Salary: start at 
$6,264; maximum $6,876. Civil service, vaca- 
tion, sick leave, Social Security, and retire- 
ment benefits. Write E. H. Jorris, M.D., 
Assistant State Health Officer, State Office 
Bldg., Madison 2, Wis. 


Executive Director—of new mental health 
agency now being organized to combine serv- 
ices of several voluntary agencies. Minimum 
qualifications: postgraduate training in one of 
the disciplines used in mental health field, 
including public health; substantial experi- 
ence in programs concerned with mental 
health and illness, including administration 
of such a program. Base salary: $12,000 per 
year, but appointment can be made at a 
higher figure. Apply Harold C. Edelston, 
Associate Executive Director, Health and 
Welfare Association, 200 Ross St., Pitts- 
burgh 19, Pa. 
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Public Health Nutritionist—Develop and 
conduct program in district area, including 
consultation to nurses, teachers, social work- 
ers, small hospitals, nursing homes, children’s 
institutions; training programs, community 
studies, and general nutrition education. 
Master's degree, internship, minimum of two 
years’ hospital and community nutrition ex- 
perience; $5,784-$6,924, plus travel expense. 
Vacation, sick leave, Social Security, retire- 
ment. Dr. Amy L. Hunter, State Board of 
Health, Madison, Wis. 


Sanitary Engineer—-for large health de- 
partment in rapidly growing county of 350,- 
000 adjacent to Washington, D. C.; modern, 
spacious, air-conditioned building; bachelor’s 
degree, plus four years of experience desired. 
Approximate salary range $7,200-$8,455, but 
open to negotiation. Write Murray Grant, 
M.D., Prince George’s County Health Depart- 
ment, Cheverly, Md. 


Sanitarian or Engineer—to plan, organ- 
ize, and head a department and program for 
Michigan county of 130,000 population. Pro- 
gressive community on Lake Michigan. Salary 
open. Requirements: B.S. in engineering, 
sanitary science, public health, or allied, plus 
M.P.H. or equivalent, and ten years’ experi- 
ence. Apply Floyd Marrs, Chairman, Berrien 
County Health Service, Courthouse, St. 
Joseph, Mich. 


Senior Sanitary Engineers — Positions 
available with the New York State Health 
Department. Perform public health engineer- 
ing work either as an engineer in charge of 
environmental sanitation in a public health 
district or as assistant to a central office 
specialist in a major segment of a_ public 
health engineering program. Requirements: 


Administration-Epidemiology—Dr. P. H. 
seeks position of responsibility with either 
public or voluntary agency. Good academic 
background and wide range of experience. 
Preferred areas are epidemiology and medical- 
hospital administration. Would especially ap- 
preciate situation with opportunity for part- 
time teaching affiliation. Box C-34, Em- 
ployment Service, APHA. 


Biostatistician—Age 43. Ph.D. (mathe- 
matics and statistics); one year postdoctoral 
work (statistics); 16 years’ experience in 
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On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


EMPLOYMENT SERVICE 


bachelor’s degree in engineering, progressively 
responsible engineering experience with at 
least two years in sanitary or public health 
engineering. Eligibility for a New York State 
professional engineer's license. Salary $7,500- 
$9,090. Final date for filing for examination, 
February 23, 1959. Applications will be ac- : 
cepted beyond this date if there is still time 
to process them. For application write Mr. 
Sylvester J. Bower, Acting Director of Per- 
sonnel, New York State Health Department, 
84 Holland Ave., Albany, N. Y. 


Bacteriologist—to have charge of the 
laboratory in the City-County Health Depart- 
ment at Colorado Springs, Colo. Laboratory 
serves both the Division of Sanitation and 
the Division of Clinics within the department. 
Liberal personnel policies. Salary range 
$4.200-$5,880, depending on qualifications and 
experience. Address inquiries to Director, 
City-County Health Department, 501 N. Foote, 
Colorado Springs, Colo. 


Wanted: Medical Bacteriologist—B.S. de- 
gree, plus experience. Starting salary $6,000 
per annum. Write to Dr. Robert T. Rogers, 
County Laboratory, Canton, 


Public Health Educator III—Initiate and 
develop school-community health education 
programs in a multicounty district. Desirable 
qualifications: M.P.H. degree, plus two years’ 
experience in health education; sound work- 
ing knowledge of principles of education and 
methods of teaching. Salary $482-$577 per 
month. Travel allowance, vacation, sick leave, 
retirement, group insurance plans. Write Dr. 
Amy L. Hunter, Director, Bureau of Maternal 
and Child Health, Wisconsin State Board of 
Health, Madison 2, Wis. 


teaching and research in schools of medicine 
and public health. Desire teaching and/or 
research position. Box ST-19, Employment 
Service, APHA., 


Teaching, Research, and Administration 
—Extensive experience in health and welfare. 
Male, 52, married. Doctorate in social science. 
Interest and experience in geriatrics, mental 
health, housing, and community studies. Good 
use of mass media, TV and radio, as well as 
public relations. Box M-22, Employment 
Service, APHA. 
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Commercial Advertisements 


All icati on the following commercial advertisements should be sent to 
Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, Il. 


OPPORTUNITIES AVAILABLE 


(a) Director and assistant director of pub- 
lic health; degrees and experience required; 
foreign appointments; two-year contracts; $25- 
000 and $20,000, respectively. (b) Medical 
consultant; national society; qualified to pro- 
mote effective projects, including educational 
programs; work closely with divisions through- 
out the Northwest, West, Southwest; prefer- 
ably someone with five years’ experience, 
practice; $12,000-$15,000. (c) Assistant di- 
rector; active outpatient department; $13,000 
increasing to $14,000 after six months; North- 
ern California. (d) Director, county depart- 
ment of health; progressive agency; own 
modern building; staff of 100; Midwest; 
$15,000-$17,000. (e) Assistant director of 


public health; large city, Southern California. 
(f) Student health physician; 4,000 students; 
Midwest. (g) Director, nursing school and 
service and, also, head of public health nurs- 
ing program; university under American 
auspices, foreign country; students from 13 
countries. (h) Industrial hygienist and sani- 
tarian; minimum, B.S. degrees required; 
foreign operations, large industrial company; 
salaries, respectively, $1,130 and $955 monthly. 
(i) Assistant director of health education; 
state health department, West. (j) Student 
heakh nursing instructor; one of leading uni- 
versities; should be qualified to conduct pro- 
gram for 500 students; Midwest. 


OPPORTUNITIES WANTED 


Opportunities for candidates in the fields 
of medicine, science, nursing, teaching, admin- 
istration. Candidates in all parts of the 


country. Negotiations strictly confidential. 
Medical Bureau, Burneice Larson, Director, 
900 North Michigan, Chicago, iil. 


Epidemiology Course for Nurses at CDC 


A three-week course in Epidemiology for Nurses, April 20-May 8, is offered by 
the Communicable Disease Center of the Public Health Service in Atlanta. The 
course is designed to emphasize the functions of the nurse in the control of com- 
municable diseases and to increase her knowledge and skills in this area. 

There is no fee for the course, but no travel or living costs are provided. The 
latter are estimated to be between $60 and $75 per week. Number of admissions is 
limited. Applications should be made by April 1. Application forms and further 
information from the director of public health nursing, any state health department. 
or Chief, Nursing Section, Communicable Disease Center, Atlanta 23, Ga. 
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PUBLIC HEALTH AND WELFARE—THE 
CITIZENS' RESPONSIBILITY — Selected 
Papers of Homer Folks—Edited by Savel 
Zimand. New York, N. Y.: Macmillan (60 Fifth 
Avenue), 1958. 475 pp. Price, $7.00. 


If, as has been said, every institution 
is but the lengthened shadow of a single 
man, Homer Folks’s shadow has become 
something more significant than any 
institution: It is a body of law, state and 
local, and an enlightened social con- 
sciousness among New York’s leading 
citizens as yet unmatched by any other 
state. The laws deal with tuberculosis 
control, child health and welfare, mental 
health, the care of the aged, control of 
diphtheria and syphilis, public assistance, 
and other aspects of human need. The 
social consciousness makes possible bi- 
partisan support for prompt action to 
meet new problems as they arise. 

Folks’s first interest was in social 
welfare. As early as 1909, however, he 
realized that disease is a primary cause 
of destitution. Consequently, “keep the 
parents alive” became the objective of 
his long crusade for child welfare. In 
his own terms, “The destination of health 
is universality: of relief, its disappear- 
ance. 

When I was state health commissioner 
of New York in the early 1930's, Homer 
Folks was pleased when I told him that 
not only two Democratic governors but 
also leaders in the Republican legislature 
had said he headed the most powerful 
pressure group in the state—“The 
Charity Lobby.” Characteristically, he 
did not interpret this as a personal com- 
pliment. To him its significance lay in 
the fact that substantial citizens, to whose 
views both the chief executive and legis- 
lators were constrained to listen, had 
been persuaded in constantly increasing 
numbers to support the great cause of 
human advance. 
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In 1911 Folks wrote an article on “The 
Prevention of Insanity” for the Ameri- 
can Review of Reviews and organized 
the first State Committee on Mental 
Hygiene. It was his thesis that if the 
causes of mental disease are within 
human control, existing knowledge 
should be applied, research for new 
knowledge undertaken, and a serious 
effort made forthwith to control them. 
(Note the word forthwith. Homer Folks 
was at the opposite end of the spectrum 
from the timid and the procrastinating. ) 
He identified syphilis, alcohol, and toxic 
infections as obvious physical causes of 
insanity, dismissing overwork and he- 
redity as direct causes. As we consider 
the present status of work toward con- 
trol of mental illness, it would appear 
that Folks, the layman, was wiser in his 
generation than the sons of Hippocrates. 

He anticipated challenges. He had the 
great capacity for identifying and in- 
terpreting them to responsible citizens— 
laymen as well as physicians and poli- 
ticians—before the need for action had 
emerged into public consciousness, This 
is the technic by which he developed the 
most adroit and dynamic program which 
I have seen during the course of a long 
professional life in state-wide health edu- 
cation. It was because of this that he 
was able for nearly half a century to 
give intellectual leadership to political 
leaders. 

As edited by his able son-in-law, Savel 
Zimand, the “Selected Papers of Homer 
Folks” entitled “Public Health and Wel- 
fare, the Citizens’ Responsibility” is an 
excellent and valuable book. Its single 
flaw—perhaps because of the inherent 
modesty of the entire clan, inclusive of 
in-laws—is that the Biographical Sketch 
is just that, doing less than full justice 
to this great man and his remarkable in- 
fluence on our age and time. 


| 
= 
is 
a 
2 
4 
4 
7 


This book is a must for every mem- 
ber of the APHA. It should also be read 
by every citizen who gives leadership to 
any health and welfare program. This 
is the story of a pioneer. We need the 
like of Homer Folks for the ventures of 
today and tomorrow. 

THomas PaRRAN 


ANIMAL DISEASE IN HUMAN HEALTH— 
Annals of the New York Academy of Sciences. 
Vol. 70, Art. 3—By James Lieberman, et al. 
New York, N. Y.: The Academy (2 East 63rd 
Street), 1958, pp. 277-762. Price, $5.00. 


In 1947 the New York Academy of 
Sciences published proceedings of a 
meeting it sponsored in 1946, “The Re- 
lation of Diseases in the Lower Animals 
to Human Welfare.” The current volume 
is the result of a similar meeting, “Ani- 
mal Disease in Human Health,” held 
in September, 1957. Advances made 
in the ensuing decade have been of such 
significance that a report of progress in 
this field was warranted. The papers 
answer many academic questions posed 


ten years ago and embark on new and 
sparsely charted areas of ecology, epi- 
demiology, and animal-man disease rela- 
tionships. The papers reflect changes in 
interest and emphasis in disease investi- 
gation of recent development. Presenta- 
tions are not limited to the acute com- 


municable diseases but also consider 
comparative pathologic processes of 
selected chronic diseases, global activi- 
ties related to the zoonoses, and biologi- 
cal warfare. 

Half of the text is devoted to virology. 
New data and concepts are presented for 
a better understanding of the epi- 
demiology of familiar diseases as the 
viral encephalitides, rabies, and _psitta- 
cosis. Stimulating and challenging epi- 
demiologic problems are suggested by 
papers on orphan viruses of man and 
animals, human antiviral neutralizing 
substances in animal sera, and compara- 
tive studies on viral hepatitis. Many of 
the authors demonstrate the need for 


greater experimental epidemiology. We 
are warned not to overlook species dif- 
ferences in clinical response. 

Diseases due to other infectious agents 
are not neglected. The leptospiroses are 
discussed from the standpoint of reser- 
voirs and epidemiologic patterns. The 
inadequacy of data referring to the 
salmonelloses in man and animals calls 
for greater cooperation between the 
medical and veterinary professions as 
well as the agencies of health and agri- 
culture. Cat scratch fever remains a 
good example of a phenomenon for 
which no disease counterpart has been 
found in the suspected animal host, the 
cat. Listeriosis is cited as a disease 
whose pathology is well known but 
whose epidemiology is not understood. 
Numerous other diseases are discussed. 

Each contribution is made by a recog- 
nized expert. Numerous charts, maps, 
tables, and photographs accompany the 
papers. Throughout the volume it is 
recognized that accomplishment is best 
achieved by the concerted and inte- 
grated efforts of the several medical and 
paramedical sciences and it is to these 
groups that this book will prove of 
special value. 

Tributes to the New York Academy 
of Sciences and to Dr. James Lieberman, 
the conference chairman, are appro- 
priate. Ernest J. Witte 


DOCTOR SQUIBB: THE LIFE AND TIMES 
OF A RUGGED IDEALIST—By Lawrence G. 
Blochman, New York, N. Y.: Simon and Schus- 
ter (630 Fifth Avenue), 1958. 37! pp. Price, 
$5.00. 


This well written biography of Dr. 
Edward Robinson Squibb (1819-1900) 
by journalist Lawrence G. Blochman is 
a readable and important book. It is a 
remarkably well documented biography, 
too, for Dr. Squibb kept a handwritten 
journal of his daily life for more than 
fifty years—a period from shortly after 
his graduation from the Jefferson Medi- 
cal College of Philadelphia in 1845 until 
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the end of the 19th century. This docu- 
ment, almost all of which has survived, 
is amazing in scope and reveals the man 
as a diarist of great energy and ability. 
From his own words, skillfully woven 
into Mr. Blochman’s volume, Dr. Squibb 
emerges as a blunt idealist who main- 
tained his Quaker integrity in a material- 
istic world, yet a perfectionist, tolerant 
and understanding of faults in himself 
and others. 

Squibb’s long crusade for uniformity 
and purity in drugs began as a surgeon 
in the U. S. Navy, where during four 
years at sea, mostly in the Mediter- 
ranean, he was shocked by the poor 
quality, adulteration and mislabelling of 
service-issue drugs. He convinced the 
Navy that pure drugs could be manu- 
factured at less cost than inferior drugs 
could be purchased, and he demonstrated 
this fact over a six-year period in the 
Naval Laboratory at Brooklyn. After 
studying the effects of ether anesthesia 
(an American contribution to medicine 
in 1846), he determined that the varied 
effects observed at that time resulted 
from impurities and lack of uniform po- 
tency of the agent. Through laboratory 
research he developed a practical method 
of distilling pure ether of uniform 
strength with live steam. Later he also 
developed a mask to perfect its clinical 
administration. 

He resigned from the Navy in 1857 
to enter private business with a small 
company, which eventually became 
E. R. Squibb and Sons. After an early 
setback from a fire (when severe burns 
disfigured and almost killed Dr. Squibb), 
the business prospered under his ag- 
gressive and imaginative leadership. An 
antithesis of the robber baron, Dr. 
Squibb refused to patent any of his dis- 
coveries or inventions because he be- 
lieved that they belonged to anyone who 
could benefit by them. 

He wrote a pure food and drug act 
for New York State in 1880 and a 
similar one soon thereafter for New 
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Jersey—launching the movement which 
eventually produced the first federal 
Pure Food and Drug Act. 

Like his Philadelphia predecessor, 
Benjamin Franklin, Dr. Squibb’s inter- 
ests were truly catholic. Comments and 
opinions recorded in his diary ranged in 
subject matter from women’s role in life 
to the joys of eating oysters and hearing 
Italian opera. Dr. Squibb emerges 
from this fine biography as a high- 
minded individualist who pioneered in 
the building of a modern pharmaceuti- 
cal industry in the United States. This 
book is recommended for all interested 
in the development of American medi- 
cine and a hero to whom we can all be 
grateful. Frep B, Rocers 


THE FAMILY HANDBOOK OF HOME NURS- 
ING AND MEDICAL CARE—By |. J. Ross- 
man and Doris R. Schwartz. New York, 
N. Y.: Random House (457 Madison Ave- 
nue), 1958. 403 pp. Price, $4.95. 


From practical experience and with 
real interest in home care programs, Dr. 
Rossman and Miss Schwartz have given 
us an excellent book designed to help 
families give intelligent care to those in 
need of home nursing. It is written 
primarily for the person who suddenly 
finds herself in the position of being the 
“home nurse,” on duty 24 hours of the 
day—seven days a week. 

The authors stress the fact that home 
care is not always the best plan for the 
patient and therefore a knowledge of the 
patient’s and family’s reaction to the 
illness situation is essential. 

Clear, concise instructions are given 
concerning the what, how, and why of 
certain major medical problems, such as 
diabetes, stroke, arthritis, tuberculosis. 
cancer, and mental illness. However, 
the book in no way attempts to supplant 
or replace the services of the physician. 

The early chapters fulfill a long-felt 
need by providing broad information in 
the area of doctor-patient relationships. 
The authors stress the importance of the 
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patient, family, and doctor working to- 
gether. The patient is encouraged to 
accept and follow through on the doctor’s 
advice. Development of a personal re- 
lationship with the physician and main- 
tenance of an open, frank attitude is 
suggested throughout this section. 

Particularly helpful to the person dele- 
gated to caring for the patient at home 
is an illustrated guide of simple home 
nursing procedures. How to do an eye 
irrigation, bathe a patient in bed, or 
assist with the beginning therapeutic ex- 
ercises used in treating stroke victims 
are a few of the technics shown. A brief 
explanation is included concerning emer- 
gency first-aid measures to be used be- 
fore the arrival of the physician. 

There are many helpful interpreta- 
tions to assist the home nurse in gaining 
some understanding of the psychologi- 
cal adjustments that patients need to 
make during the illness and the convales- 
cent period. 

The authors state in Chapter I that 
their aim is to provide patient and family 
members with sound factual information 
concerning illness and nursing proce- 
dures. They have! 

This text is an important addition for 
family reference and its use should be 
promoted by public health personnel. 

Eveanor W. Mote 


HOW TO BE A NURSING AIDE IN A 
NURSING HOME—By Dorothy Erickson 
Reese and Marguerite Burgess. Washington, 
D. C.: American Nursing Home Association 
(1346 Connecticut Ave., N.W.), 1957. 195 
pp. Price, $2.50. 


This manual would be a delight for 
each nursing home charge nurse to use 
and for each nursing aide to have. Sixty- 
two procedures that can be carried out 
by aides in nursing homes are outlined 
in simple, descriptive terms, and are il- 
lustrated with clever line drawings. 

The introduction describes the per- 
sonal hygiene and conduct of a nursing 
aide, the types of patients in nursing 


homes, and the aide’s responsibility to 
the charge nurse in reporting. 

Each lesson is divided into three parts. 
The first part sets forth the procedure, 
tells why it is done, and gives hints for 
doing it. The second part outlines the 
procedure, step by step, with the im- 
portant parts in large type. The third 
part is a series of questions for the aide 
to evaluate her own technics. 

Safety and comfort of the patient are 
emphasized throughout the manual. 
Aides are encouraged to help patients 
assume as much self-care as their physi- 
cal condition permits. 

The manual suggests that the lessons 
be taught to groups of aides followed by 
supervised practice. It estimates that 
60 hours would be necessary to demon- 
strate and practice these lessons. 

Josep H. KinnaMan 


PERSONAL IMPERSONAL AND INTERPER- 
SONAL RELATIONS. A Guide for Nurses 
—By Genevieve Burton. New York, N. Y.: 
Springer Publishing (44 E. 23rd Street), 1958. 
230 pp. Price, $2.75. 


Although this book is intended pri- 
marily as a guide for the student nurse, 
and would be adaptable to the needs of 
the student in the two-, three-, or four- 
year program of nursing, its value is by 
no means limited to these groups. It 
fills most appropriately the urgent need 
for a simply stated, well organized refer- 
ence in the area of interpersonal rela- 
tions. The title alone deserves a review 
and should intrigue the nurse to explore 
its contents. One finds a synthesis of 
psychological concepts with pertinent 
case illustrations, blended into a most 
interesting review of human relations. 
Every word is significant—each sentence 
is packed with information which one 
would find only upon reading widely 
through psychological, sociological, and 
nursing sources. So much is said so well 
in such limited space. 

For the practicing nurse who has not 
been exposed to the newer concepts of 
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method, it points up the close relation- 
ship between satisfaction, happiness and 
success, and good interpersonal relation- 
ships. It emphasizes the multidirectional 
signals the sensitive nurse receives from 
her patient and how this sensitivity, self- 


BOOKS RECEIVED 


awareness, and positive use of herself 
as a therapeutic agent results in accept- 
ance of her by the patient, bringing 
about understanding, cooperation, and 
the ability to face reality situations. 
Ruta E. Rives 
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Arr MEASUREMENTS OF THE 
Nationat Air Samptinc Network. ANALY- 
ses oF SuspenpeD ParticuLaTe 1953-1957. 
Public Health Service, Robert A. Taft Sani- 
tary Engineering Center. Washington, D. C.: 
Gov. Ptg. Office, 1958. 259 pp. Price, $2.00. 

Basic CiinicaL or THE New 
Antisiotic Kanamycin. Maxwell Finland, 
et al. New York, N. Y.: New York Academy 
of Sciences, Vol. 76, Art. 2. pp. 17-408, 
1958. Price, $5.00. 

Basic Bropynamics. Edward J. Kempf. New 
York, N. Y.: New York Academy of Sci- 
ences, 1958. pp. 869-910, Vol. 73, Art. 4, 
Price, $2.00. 

Centaur—Essays ON THE History oF Mept- 
cau Ipeas. Felix Marti-Ibanez. New York, 
N. Y.: MD Publications, 1959. 714 pp. 
Price, $6.00. 

CHLOROMYCETIN (CHLORAMPHENICOL). Theo- 
dore E. Woodward and Charles L. Wisse- 
man, Jr. New York, N. Y.: Medical En- 
cyclopedia, Inc., 1958. 159 pp. Price, $4.00. 

CurnicaL John R. Paul. Chi- 
cago, Ill.: University of Chicago Press, 1958. 
291 pp. Price, $5.00. 

Cotp InJurY—TRANSACTIONS OF THE FiFtH 
Conrerence Marcu 10-15, 1957. Editor, 
M. Irene Ferrer. New York, N. Y.: Josiah 
Macy, Jr. Foundation, 1958. 341 pp. Price, 
$5.95. 

Concise Dictionary or Jupaism. Edited by 
Dagobert D. Runes. New York, N. Y.: 
Philosophical Library, 1959. 237 pp. Price, 
$5.00. 

CONTRIBUTIONS OF THE PuysicaL, BIoLocIcaL, 
AND PsycHoLocicaL Sciences 1n Human 
Disasitity. Renato Contini, Sidney Fish- 
man, et al. New York, N. Y.: New York 
Academy of Sciences, 1958. 160 pp., Vol. 

74, Art. 1. Price, $3.50. 
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Directory or SoctaL AND HEALTH AGENCIES 
or New York Crry 1958-1959. Committee 
on Information Services of the Community 
Council of Greater New York, Inc. New 
York, N. Y.: Columbia University Press, 
1958. 640 pp. Price, $7.50. 

EpucaTION FOR ADMINISTRATIVE CAREERS IN 
GoveRNMENT Service. Commemorates the 
20th Anniversary of the Fels Institute of 
Local and State Government, and the 75th 
Anniversary of the Wharton School of the 

, University of Pennsylvania. Stephen B. 

' Sweeney, Editor. Philadelphia, Pa.: Uni- 
versity of Pennsylvania Press, 1958. 366 pp. 

Epucators To Free Tapes, Scripts, 
AND Transcriptions (5th ed.). Randolph, 
Wis.: Educators Progress Service, 1959. 229 
pp. Price, $5.75. 

Enzymes Bioop. Laurens P. White, et al. 
New York, N. Y.: New York Academy of 
Sciences, 1958. pp. 1-384, Vol. 75, Art. 1. 
Price, $5.00. 

Guiascow’s X-Ray Campaicn Acatnst TuBer- 
cuLostis—March 11-April 12, 1957. Glas- 
gow, Scotland, S.1: Glasgow Coporation 
Printing and Stationery Dept., 1958, 117 pp. 

Lippincotr’s HanpBook oF Dentat Practice 
(3rd ed.). Edited by Louis I. Grossman. 
Philadelphia, Pa.: Lippincott, 1958. 534 
pp. Price, $14.00. 

LympHocyTes AND PLAsmMAcyTes IN NUCLEO- 
PROTEIN MetaApo.tism. Margaret A. Kelsall 
and Edward D. Crabb. New York, N. Y.: 
New York Academy of Sciences, 1958. pp. 
293-338, Vol. 72, Art. 9. Price $2.00. 

Mepicat DepartMeNt-Unitep States ARMY 
Wortp War Il. Vor. IV—Communic- 
ABLE Diseases ‘TRANSMITTED CHIEFLY 
Turovucn Respiratory AND ALIMENTARY 
Tracts. Colonel John Boyd Coates, Jr., 
Editor. Washington, D. C.: Gov. Ptg. Office, 

1958. 544 pp. Price, $5.50. 
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Mopern CHEMOTHERAPY OF TUBERCULOSIS— 
Antisiotics Monocrarpus No. ll. Edited 
by Henry Welch and Felix Marti-Ibanez. 
New York, N. Y.: Medical Encyclopedia, 
1958. 109 pp. Price, $4.00. 

Parasitic Animats (2nd ed. rev.). Geoffrey 
LaPage. Cambridge, England: W. Heffer 
and Sons, 1958. 355 pp. Price, 25s net. 

Monocrarus No. 9. 
Harold L. Hirsh and Lawrence E. Putnam. 
New York, N. Y.: Medical Encyclopedia, 
1958. 148 pp. Price, $4.00. 

IN BioLocy. TRANSACTIONS 
or tHe THirp Conrerence May 29-31, 1957. 
Edited by Georg F. Springer. New York, 
N. Y.: Josiah Macy, Jr. Foundation, 1958. 
249 pp. Price, $4.75. 

Prostems oF Appiction AND Hapstruation. 
Paul H. Hock and Joseph Zubin. New 
York, N. Y.: Grune and Stratton, 250 pp. 
Price, $6.50. 


Psycuiatry THE Pustic Hearn. G. R. 
Hargreaves. New York, N. Y.: Oxford Uni- 
versity Press, 1958. 118 pp. Price, $3.00. 

RATIONAL SIMPLIFICATIONS FOR THE BUCKLING 
Lencru or Cotumns. Thomas C. Kavanah. 
New York, N. Y.: New York Academy of 
Sciences, 1958. pp. 363-386, Vol. 72, Art. 11. 
Price, $2.50. 

Recent Apvances in Paeptarrics. Edited by 
Douglas Gairdner with 15 contributors. Bos- 
ton, Mass.: Little, Brown, 1958. 378 pp. 
Price, $9.50. 

SrreproMYcIN AND 
Antisiotics Monocrapns No. 10. Louis 
Weinstein and N. Joel Ehrenkranz. New 
York, N. Y.: Medical Encyclopedia, 1958. 
116 pp. Price, $4.00. 

Tuirp Tissut HoMOoTRANSPLANTATION Con- 
FrereNceE. Blair O. Rogers and John Mar- 
quis Converse, et al. New York, N. Y.: 
New York Academy of Sciences, 1958. pp. 
539-868, Vol. 73, Art. 3. Price, $5.00. 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


WITH ANNOTATIONS 


Raymond Patterson, Ph.D., F.A.P.H.A. 


Cleaner Air—A new aerosol-collect- 
ing apparatus which sorts air-borne par- 
ticles in decreasing sizes is described and 
its operational procedures are explained. 
It provides a suitable means for assess- 
ing the health hazard of particulate air 
pollution. 


Anpersen, A. A. New Sampler for Collect- 
ing, Sizing, and Examination of Viable Air- 
borne Particles. J. Bact. 76, 5:471 (Nov.), 
1958. 


Nurse-Leaders—This is the third of 
a series of reports upon an experimental 
program to prepare nurses for leader- 
ship of parent and expectant parent 
groups. The first two appeared in this 


Journal.* This paper recounts most use- 
fully some of the nurse-trainee reactions 
to the method of guiding rather than 
telling what to do. 

Aversacn, A. B., and Gotter, G. How Do 
Nurses Take to “New Ways” in Leading Parent 
Groups? Nursing Outlook 6, 12:674 (Dec.), 
1958. 


Common Work Place — Though 


there seems not much that is presently 


* Auerbach, A. B. Public Health Nursing 
and Parent Education: A Pilot Project of 
Training for Group Leadership. A.J.P.H. 55, 
12:1578 (Dec.), 1955; and New Approaches 
to Work with Expectant Parent Groups: A 
Report of a Pilot Leadership Training Pro- 
gram for Nurses. A.J.P.H. 47, 2:184 (Feb.), 
1958. 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


applicable to a typical American com- 
munity, there must be much of interest 
in this account of the British health cen- 
ter system in which general practitioners 
and dentists in the National Health Serv- 
ice work in the same buildings with the 
local health authority’s clinic services 
and staff offices. Originally made pos- 
sible by the Nuffield Provincial Hospitals 
Trust, these joint enterprises become 
self-supporting. It is alleged that pa- 
tients are delighted with the inclusive 
services they find there under one roof. 

Bacu, H. E., et al. The Health Centres of 


Harlow: The Second Phase. Lancet 7055:1055 
(Nov. 15), 1958. 


Parents’ Worries—Mention of any 
paper in this ancient ready-reference- 
for-readable-reports implies no guaran- 
tee of scientific soundness by this Jour- 
nal, the Association, or anyone on the 
Association’s staff. With this preamble 
we now heartily recommend to all this 
brief discussion of child psychology be- 
cause it is entertaining, provocative, and 
undoubtedly solid. As it is about British 
children and British educational method, 
we are left an “out” in case our native 
child psychologists do not see eye-to-eye 
with its comforting philosophies. 


Bett, A.D. The Force of Habit in Child- 
hood. Lancet 7055:1025 (Nov. 15), 1958. 


Protection for Newborns—Polio- 
vaccine was given twice to pregnant 
women during the last trimester. (There 
were controls under observation.) The 
response of women with prior antibodies 
was greater than that of those who were 
nonimmune, and there was no significant 
difference in the titer of the mothers and 
their newborns. Among the latter, pas- 
sive immunity declined at the same rate 
whether their mothers’ immunity was 
stimulated by infection or vaccine. Du- 
ration of infant antibody depended upon 
height of antibody at time of delivery. 

Brown, G. C., and Carro.t, C. J. Antibody 
Response of Pregnant Women to Poliomyelitis 


Vaccine and Passive Transfer to Infants. J. 
Immunol. 81, 5:389 (Nov.), 1958. 
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Shoemakers’ Children—In most 
hospitals the nonmedical staffs are like 
shoemakers’ barefoot children—unpro- 
tected by adequate occupational health 
services. The AMA and AHA have pub- 
lished outlines for the badly needed oc- 
cupational health programs. Hazardous 
work, utilization of rehabilitated em- 
ployees, and high labor turnover all 
point to the imperative need, but only a 
minority of (progressive) institutions 
have put such programs into effect. 
Though all the papers in this symposium 
(and panel discussion) on the practicing 
physician’s place in industrial health 
services will surely have been read by 
our occupational health brethren, this 
hospital health discussion should prove 
of much wider interest. 

Fetton, J. S. Hospital Employees—Corri- 


dor Consultations or Health Maintenance? 
J.A.M.A, 168, 14:1854 (Dec. 6), 1958. 


Opinion vs. Fact—Does a general- 
ized nursing service conserve nursing 
time by requiring fewer visits? Many 
health people think so. An answer was 
sought in the work of five health depart- 
mental and three combination nursing 
agencies with a total of 5,779 family 
members in 1,263 households. In two- 
thirds of these homes there were two or 
more patients, most of the additional 
patients having been found by nurses. 
Though travel time was reduced, time 
of visit per patient was not, whether 
seen singly or jointly (if patients were 
in different diagnostic categories as they 
usually seemed to be). 

Fercuson, M., and Wayne, W. S. Family 


Health Service. Nursing Outlook 6, 11:640 
(Nov.), 1958. 


This May Be a Surprise—In Eng- 
land voluntary prepaid medical care 
plans are reported to be growing health- 
fully, despite the broad coverages of the 
National Health Service. The voluntary 
plans are various. Some provide cash 
benefits while in hospital; others help 
with maintenance in private rooms; 
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others provide for special consultant 
fees, or additional medical and dental 
benefits above the government schedules. 
Most voluntary plans are recruiting on 
a group basis. 

Fotitmann, J. F., Jn. Surprising Growth of 


Voluntary Health Insurance in Great Britain. 
J.A.M.A, 168, 12:1641 (Nov. 22), 1958. 


Eyes at Work—Though there is 
much else of value in the introductory 
paper, most of us may derive greatest 
benefit from reading “myths about opti- 
cal defects” in it, for chances are good 
that each of us will be found to believe, 
or half-believe, one or another of these 
myths. How many more of the papers 
in this symposium will be of professional 
value will depend a great deal on the 
public health concern of the individual 
reader. Hence you are urged to sample 
the entire lot. 

Foote, F. M. Ophthalmic Aspects of Light 


and Vision (and 10 related papers). Indust. 
Med. &.Surg. 27, 11:546 (Nov.), 1958. 


Lady Pioneer—History-minded read- 
ers will relish this entertaining account 
of the professional life of Elizabeth 
Blackwell who was graduated from the 
Geneva (N.Y.) Medical School just a 
century ago, and who did so much 
pioneering in dispensary development 
and in organizing a nursing service in 
the Civil War—before returning to her 
native England to continue her good 
works there. 

Guu, A. Elizabeth Blackwell and the 


“Medical Register” from 1858. Brit. M. J. 
5107:1253 (Nov. 22), 1958. 


It Worked—“It is concluded that the 
Asian influenza vaccine was highly ef- 
ficacious under the conditions of use at 
(U. S. Naval Training Center) Great 
Lakes in the fall of 1957.” The observa- 
tions upon which this conclusion is 
based are, as would be expected, set 
forth in convincing detail. 

Gunpetrincer, B. F., et al. Effectiveness 
of Influenza Vaccine During an Epidemic of 


Asian Influenza. New England J. Med. 259, 
21:1005 (Nov. 20), 1958. 


“We Are Not Yet Known”—The 
recorded reminiscences of a British psy- 
chiatric social worker may bear but 
faint resemblances to the typical day’s 
work of a community social worker on 
this side of the pond but the reminis- 
cences do offer one picture, at least, of 
the ways the British are pioneering in 
this neglected health field, and if only 
by contrast, they must be of interest 
here. 


Hemmier, M. New Roads in Psychiatric 
Community Care. M. Officer 100, 19:295 (Nov. 
7), 1958. 


Fetal Growth—Though we pride our- 
selves on being the best fed nation, and 
though surveys of the nutritive condi- 
tion of pregnant women are many and 
usually negative in their findings, some 
segments of our child-bearing population 
live on the borderline of good nutrition 
with high quality foods. Eating habits, 
nonavailability of foodstuffs of highest 
quality, social pressure of companions, 
or ineffective lay education, may operate 
here. This review paper covering these 
matters broadly is commended. 


Hepner, R. Maternal Nutrition and the 
Fetus. J,A.M.A. 168, 13:1774 (Nov. 29), 1958. 


Tuberculin Testing—A preliminary 
report upon a large-scale utilization of 
the tuberculin test among school chil- 
dren in the high incidence areas of 
Honolulu has much that is significant 
to say about the practical difficulties en- 
countered in such a big project. Among 
adult household associates of positive- 
reacting children the yield of new cases 
was 3.9 per 1,000; and among the school 
children themselves the same rate was 
0.3. 

Marxs, R. H., et al. A Five Year Study of 


Tuberculin Testing in Honolulu Schools. Am. 
Rev. Tuberc. 78, 6:871 (Dec.), 1958. 


Applied Gerontology—This is the 
story of a noninstitutional project to 
meet the needs of semi-independent el- 
derly people. They “live-out” in rooms 


VOL. 49, NO. 2, A.J.P.H. 


within walking distance but spend their 
days at the center—which provides 
meals, recreation, guidance, craft and 
other work programs, and a form of 
family life. The old people have as 
much independence as they can manage 
and as much protection as they need. 
Owen, R. E., et al. Campus Living for the 
~ Am. J. Nursing 58, 12:1676 (Dec.), 


New Occupational Hazard — As 
more and more monkeys are used in 
public health research and diagnostic 
services, this warning seems timely. 
Many “normal” rhesus and cynomolgus 
monkeys are found to harbor “B virus.” 
Reported in this paper is another fatal 
case of human B virus encephalitis, the 
infection presumably transmitted by the 
saliva of a monkey. 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


Pierce, E. C., et al. B Virus: Its Current 
Significance. Am. J. Hyg. 68, 3:233 (Nov.), 
1958. 


Encouraging Signs — Preventive 
measures against certain chronic dis- 
eases have already been put to good ef- 
fect; epidemiologic researches such as 
those linking smoking with cancer and 
fats with atherosclerosis give promise; 
recognition of indications of chronic 
conditions that are discoverable before 
frank illness sets in suggests greater pos- 
sibilities for control. These and other 
forward-looking projects were discussed 
at a meeting of directors of state chronic 
disease programs. Four of twenty papers 
are published and commended to all. 


Seecat, D., and Werrnetm, A. R. Progress 
in the Control of Chronic Disease (and related 
papers). Pub. Health Rep. 73, 11:971 (Nov.), 
1958. 
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NEWS FROM THE FIELD 


WHO News 


Preretirement Occupational Guidance 


Meeting in Oslo during the summer of 
1958, a WHO Advisory Group on Public 
Health Aspects of the Aging of Popula- 
tions advised a plan for occupational 
guidance of workers before their retire- 
ment. The deliberations were related 
particularly to Europe. In some countries 
there, as in certain other parts of the 
world, fewer babies are being born. To- 
gether with a significant rise in life ex- 
pectancy the result is an increase in the 
proportion of older people in the popula- 
tion. Also as in other countries, a co- 
ordinated effort is needed in solving the 
medical, social, and economic problems 
of this increasing group. 

The group laid down the principles 
that care of the aged was a matter of 
social justice, not of charity; that they 
have the right to take care of their own 
needs as long as they wish as well as to 
choose freely how they wish to live. A 
definite policy on housing in accord 
with local customs should be adopted by 
authorities. 

Among other recommendations made 
are research relating to aging in the 
basic sciences such as genetics, physi- 
ology, biochemistry, clinical and social 
medicine, psychology and social science, 
research in nutritional needs of the aged 
and in ways of meeting them; research 
in the incidence and prevalence of 
disease and disability and in the method- 
ology of conducting such studies, 
especially in relation to the aged in dif- 
ferent cultures. Investigations to estab- 
lish standards of mental and physical 
capacity at different age levels and for 
various occupations are needed. Pro- 
fessional training of personnel to care 
for the aged was urged. WHO was asked 
to consider publishing a multilingual 
public health dictionary with particular 


reference to this field. It was further 
urged to create a special section on 
gerontology and geriatrics. 

A complete report of the group’s find- 
ings and recommendations, now in prep- 
aration, will be available later. 


Is Human Plague Disappearing? 


The incidence of plague has reached 
its lowest recorded level. In 1947 there 
were 90,000 cases and 45,000 deaths; in 
1957 WHO reports only 514 cases of 
human plague in the world. In the frame- 
work of this information, the Expert 
Committee on Plague of WHO met in 
Geneva in September, 1958. The di- 
rector-general of WHO indicated, how- 
ever, that plague still represents an 
important public health problem in cer- 
tain countries. Surveys show that various 
species of wild rodents are involved in 
the epidemiology of the disease and con- 
stitute a potential reservoir of infection 
for the domestic rodent and the human 
population. Costly services for protect- 
ing populations from this risk, though 
needed, are hard to justify in the absence 
of yearly outbreaks. 

Conference chairman was Karl F. 
Meyer, M.D., director emeritus of the 
Hooper Foundation, University of Cali- 
fornia. Other participants were plague 
authorities from the Belgian Congo, 
India, Indonesia, Iran, Kenya, and 
Soviet Russia. 


A Significant New Jersey Study 


How much radioactive material man 
can tolerate without injury to his own 
or his offspring’s health is the subject of 
a study being made by the New Jersey 
State Department of Health. The re- 
search project is designed to determine 
the chronic and long-time effects of 
radium ingestion. The present tentative 
minimum standards of permissible limits 
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for radiation set by the Atomic Energy 
Commission and the Public Health Serv- 
ice can thus be verified or corrected. 

The persons to be studied are the em- 
ployees 35 or 40 years ago of industrial 
concerns that used radium in their work. 
There were about 800 persons in the 
larger industries of New Jersey who 
painted watch hands or dial faces with 
a paint containing radium, prepared the 
paint or conducted experiments with it, 
or worked in offices or laboratories 
where they had some contact with the 
material. This is the largest group any- 
where in the country who have been liv- 
ing for at least a generation since ex- 
posure. 

The main lines of the New Jersey 
study are: 

1. Identification of and search for the pres- 
ent location of all of the former employees 
of the radium industry. 

2. A family history and occupational history 
through personal interview and follow-up. 

3.. Medical studies on effects of the radia- 
tion upon the individual. 

4.’ Radiation studies to obtain information 
about the identification of and concentration 
of radioactive materials retained in the indi- 
vidual. 

In commenting on the study, Daniel 
Bergsma, M.D., state health commis- 
sioner, said, “If this group were not 
studied in this manner, there would be 
lost a significant amount of information 
about the latent effects of radiation which 
to our knowledge is not available else- 
whete in the world at this time.” It 
will ‘be remembered that Dr. Bergsma 
has just completed a term of office as 
chairman of the Committee on Radio- 
logical Health of the APHA. 

Senior investigator of the study is 
Lester A. Barrer who was previously a 
research assistant in the Department of 
Biostatistics and Experimental Statistics, 
North Carolina School of Public Health. 
He is assisted by a staff of field investi- 
gators and research assistants, with the 
guidance of a group of medical con- 
sultants. 


FEBRUARY, 1959 


NEWS FROM THE FIELD 


The study is being made under a con- 
tract with the Atomic Energy Commis- 
sion, reportedly the first contract ever 
granted to a state health department by 
AEC. Similar studies are going on in 
two other locations. The Argonne Na- 
tional Laboratory and the Argonne 
Cancer Research Hospital in Illinois are 
studying about 100 radium dial painters 
and persons who have received radium 
injections in the state. The Massa- 
chusetts Institute of Technology is study- 
ing about 200 former employees in 
Connecticut's radium industry. 

A concerted effort is being made to 
find former employees and executives in 
the radium industry, their relatives, and 
physicians who treated or examined 
them, as well as persons who received 
radium therapy. 

Persons living in New Jersey or its 
immediate environment are urged to 
communicate with Lester A. Barrer, 
Radiological Health Program, State De- 
partment of Health, State House, Tren- 
ton, N. J. New Englanders are asked to 
communicate with Dr. Robley Evans, De- 
partment of Physics, Massachusetts In- 
stitute of Technology, Cambridge, All 
others are invited to make themselves 
known to Dr. Austin Brues, Argonne 
National Laboratory, Lemont, Ill. 


National Air Pollution Conference 


An interdisciplinary National Confer- 
ence on Air Pollution was held in Wash- 
ington, November 18-20, under the 
auspices of the Public Health Service. 
The 150 persons who participated in the 
program were, in addition to public 
health workers, air pollution specialists 
and civic and industrial leaders. A total 
of nearly 1,000 persons took part in the 
discussions. Frederick H. Goldman, 
Ph.D., and Alexander Rihm represented 
the American Public Health Association. 

Two days were devoted to plenary 
sessions. Here the present situation, cur- 
rent knowledge, and some of the ac- 
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complishments were reviewed. Herman 
FE. Hilleboe, M.D., New York state health 
commissioner, outlined sta’e and com- 
munity responsibilities in this field. 
David E. Price, M.D., chief of the Serv- 
ices’ Bureau of State Services, set forth 
the conference objectives. Other speak- 
ers detailed the known facts about what 
pollutants are in the air, where they come 
from, what pollution costs to society are, 
what can be done, and what the ill effects 
of pollution on human beings are. James 
P. Dixon, M.D., health commissioner of 
Philadelphia, concerned himself with the 
last named. 

One day of plenary sessions was de- 
voted to the reports of the six discussion 
groups, which met for an entire day, to 
discussions from the floor, and to a sum- 
mary by Martin Agronsky, National 
Broadcasting Company commentator. 

The subjects explored by the six 
groups were extent of air pollution, its 
sources, health effects, social and eco- 
nomic effects, control methods and pro- 
cedures, and administrative aspects. 
Each of these groups made a series of 
recommendations, The first group’s main 
advice was for more knowledge and 
for this purpose more sensitive research 
instrumentation and quicker and _ less 
expensive field equipment and methods. 

The group on sources recommended 
training of personnel for source studies, 
continual assessment of sources by com- 
munities and systematic collection of in- 
formation. The rapid growth of both 
population and the national economy 
in their opinion, lends particular ur- 
gency to these recommendations. 

The health effects group, chaired by 
Malcolm H. Merrill. M.D., California 
state health director and president-elect 
of APHA, recommended education of 
physicians on air pollution hazards, 
asked the American Medical Association 
to increase its educational and research 
emphasis in this area, urged the major 
voluntary health agencies such as the 
National Tuberculosis Association, 


American Heart Association, American 
Cancer Society, and National Foundation 
“to place more emphasis on air pollution 
in their programs.” It asked further that 
the federal air pollution legislation be 
extended beyond its present expiration 
date of 1960, that official agencies in 
all levels of government work more 
closely with industries, universities, and 
voluntary health and medical groups, 
and finally, that caution be exercised 
not to create public hysteria about the 
problem. 

The social and economic aspects group 
recommended education of personnel, 
industry, public officials, and the general 
public, that each may understand the 
problem and his role. It outlined seven 
areas of research need. 

The control methods and procedures 
group made a series of technical recom- 
mendations designed to develop technics 
and equipment to deal with a variety of 
pollutants. The principle was laid down 
that “the responsibility for the solution 
of specific problems associated with a 
specific industry or plant lies with that 
industry.” Among the recommendations 
of the administrative procedures group 
was that control measures should be left 
as much as possible to local communi- 
ties, with state and interstate jurisdic- 
tions in problems extending beyond local 
boundaries. 

Proceedings of the conference will be 
available at a later date, as recommended 


by the Health Effects group. 


Secretary Flemming Charts Future 


Secretary of Health, Education, and 
Welfare Arthur S. Flemming has been 
holding a series of planning conferences 
in which the participants on the one hand 
are the components of HEW and on the 
other representatives of organizations 
with interest in the separate programs. 

At the November 3rd meeting with 
the Office of Vocational Rehabilitation, 
George James, M.D., New York City’s 
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deputy commissioner of health, repre- 
sented the American Public Health Asso- 
ciation. At a November 20 meeting with 
the Social Security Administration, 
James Dixon, M.D., health commissioner 
of Philadelphia, represented the Associa- 
tion. On November 26, Berwyn F. Mat- 
tison, M.D., executive director, was the 
representative at the first of three meet- 
ings with the Public Health Service and 
the Children’s Bureau. The other two 
were held on December 10 and 15. The 
three involved about 250 organizations 
with an interest in health. Here there 
was evidence of a considerable opinion 
in favor of increased federal support for 
medical education and research. 

On December 18, Charles Glenn King, 
Ph.D., executive director of the Nutri- 
tion Foundation, and treasurer, APHA, 
and Jerome Trichter, assistant commis- 
sioner for environmental sanitation, New 
York City Health Department, were pres- 
ent in the interests of the Association. 

As the proceedings and recommenda- 
tions of these conferences are distributed 
they presumably will chart the course of 
health and welfare planning for the final 
two years of the present administration. 


Research Series of HIF 
The Research Series of the Health In- 


formation Foundation have now reached 
five with the recent publication of “Pub- 
lic Attitudes Toward Health Insurance” 
and “The Public Looks at Hospitals,” 
by Eliot Freidson and Jacob J. Feldman. 
These are based on a survey made for 
the Foundation by the National Opinion 
Research Center of the University of 
Chicago. “Seven out of every ten per- 
sons with health insurance express com- 
plete satisfaction with it” and “the bulk 
of the American public now holds posi- 
tive attitudes toward hospitals,” are 
among the findings. 

The earlier ones are: “The Behavioral 
Scientists and Research in the Health 
Field,” Odin W. Anderson, Ph.D., and 
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Milvoy Seacat, 1957; “An Examination 
of the Concept of Medical Indigence,” 
Odin W. Anderson, Ph.D., and Harold 
Alksne, 1957; “The Prescription Phar- 
macist Today,” Wallace Croatman and 
Paul B. Sheatsley, 1958. Health Infor- 
mation Foundation, 420 Lexington Ave., 
New York 17. 


New Jersey in 84th Annual Meeting 


The New Jersey Health and Sanitary 
Association organized in 1875 held its 
84th Annual Meeting in Princeton, N. J., 
on October 10, with 150 in attendance. 
The discussion of the topic, “Meat and 
Poultry Inspection in New Jersey,” cen- 
tered around recently enacted legisla- 
tion. Richard I. Nevin, executive officer, 
Medical Society of New Jersey, mod- 
erated a panel made up of official health 
and agricultural agencies, labor, opera- 
tors, and the public. 

At the business session the Health 
Careers Committee reported on progress 
being made in a five-year program for 
recruitment of health personnel in New 
Jersey. Of the prospective budget of 
$200,000 preliminary explorations have 
brought in a total of $14,000 from two 
contributions. Mrs, Paul E. Rauschen- 
bach, former president of the Associa- 
tion as well as of the Council of Local 
Public Health Services of New Jersey, is 
chairman of the committee. 

Marion Fry, membership secretary, 
and Francis B. Elder, engineering as- 
sociate, APHA, participated in the meet- 
ing, discussing possible Association af- 
filiation. New officers are:, 
President—John J. Hanson, health officer, New 

Brunswick 
Vice-Presidents—William P. Watson, executive 

director, New Jersey Farm Bureau; Mrs. 

Thomas S. Delaney, executive director, Es- 

sex County Service for the Chronically Ill; 

William J. McBurney, executive general 

manager, Prudential Insurance Company 
Secretary—John Hall, Division of Environ- 

mental Health, New Jersey State Depart- 
ment of Health 
Treasurer—Edward Gerner, health officer, 
Orange, N. J. 
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A Pilot Rehabilitation Hospital 


The new National Orthopedic and Re- 
habilitation Hospital in Arlington, Va., 
was dedicated on October 25. The new 
hospital incorporates and uses the facili- 
ties of the former Anderson Orthopedic 
Hospital. It has been designated by the 
U.S. Congress as a “pilot rehabilitation 
hospital.” Complete medical and surgi- 
cal facilities for orthopedic and arthritic 
cases and a comprehensive rehabilitation 
center are housed under one roof. There 
are beds for 100 inpatients but a much 
larger number of daily outpatients can 
be cared for. The rehabilitation team 
includes physicians, psychologists, social 
workers, physical and occupational thera- 
pists, vocational instructors, specially 
trained nurses, and accredited school 
teachers covering curriculum from first 
grade elementary school through senior 
high school. 

The principal dedication address was 
made by Mary Switzer, director of the 
U.S. Office of Vocational Rehabilitation. 
A battery of other speakers, broadly rep- 
resentative of community interests, in- 
cluded Surgeon General Leroy E. Bur- 
ney. Certificates of appreciation were 
given to 11 individuals or groups for 
“distinguished service to the hospital’s 
program,” designed “to point up the 
magnificent cooperative community 
spirit without which the hospital would 
not have been possible.” Presentations 
were made by O. Anderson Engh, M.D., 
medical director. 


Health Insurance Overuse Warning 


At a recent meeting of the District of 
Columbia Medical Society, George Bug- 
bee, president of the Health Information 
Foundation, warned that medicine itself 
must control overuse and excessive cost 
of medical care insurance. Doctors and 
hospitals must work out, he said, a struc- 
ture that will prove to the public that 
they can police the small proportion 
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among their number who “play medical 
insurance for a good thing.” Otherwise, 
mounting criticism will make govern- 
ment intervention inevitable, is Mr. Bug- 
bee’s conclusion. 

The Health Information Foundation is 
supported by the country’s drug and 
pharmaceutical houses. 


A Further Mountin Memorial 


A portrait of the late Joseph W. 
Mountin, M.D., painted by the American 
artist, Jes Schlaikjer, N.A., was presented 
to the Bureau of State Services, Public 
Health Service in Washington, D. C., on 
December 12, 1958. In the presence of 
about 80 colleagues of Dr. Mountin, 
former Surgeon General Thomas Parran 
made the presentation in behalf of the 
Mountin Memorial Committee. Surgeon 
General Leroy E. Burney accepted the 
portrait which will hang in the Confer- 
ence Room of the Bureau of State Serv- 
ices, eventually to be known as the 
Mountin Room, 


Nursing Homes to Be Listed 


The American Hospital Association, 
on approval of its Board of Trustees, 
will, in future, list nursing homes and 
similar inpatient institutions as it does 
hospitals. The primary purpose is a 
listing of facilities and not a measure of 
the quality of care. Requirements for 
listing are provision of bed care for pa- 
tients; state licensure and compliance 
with local regulations; a licensed physi- 
cian to advise on medical administration, 
review the plan for medical care, and 
to be available for emergencies; each 
patient under the care of a_ physi- 
cian; maintenance of patients’ medical 
records; arrangements for diagnostic 
service; nursing supervision by a reg- 
istered nurse; and food to meet the pa- 
tients’ dietary and nutritional require- 


ments. 
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Adelaide Nutting Anniversary 
Celebration 


An anniversary celebration to focus 
on the leadership of M. Adelaide Nutting 
in setting the foundation for nursing edu- 
cation in the United States and abroad 
will be held on May 15 and 16, 1959, at 
Teachers College, Columbia University. 
The occasion is the 100th anniversary 
of the birth of Miss Nutting and the 60th 
anniversary of the founding of the Divi- 
sion of Nursing Education, which pio- 
neered in the development of graduate 
education for nurses. The celebration 
will be an “anniversary homecoming” 
event beginning with a dinner on May 
15, followed by an all-day meeting. The 
day’s discussion will deal with the future 
of nursing education, and the place of 
the Teachers College Division of Nurs- 
ing Education as a center for graduate 
education for nursing. 

Professor Eugenia K. Spaulding of the 
Nursing Division, chairman of the cele- 
bration, is coordinating the work of sev- 
eral planning committees. All alumni, 
students, and friends of the Division of 
Nursing Education are invited to this 
anniversary celebration. Notice of pro- 
gram plans as they become more defini- 
tive, may be requested from the chair- 
man. 


PERSONALS 


Rutu D. Asporr, R.N., M.S.,+ former district 
administrative supervisor, Allegheny County 
(Pa.) Health Department, is assistant chief 
and educational director, Section of Public 
Health Nursing, Minnesota Department of 
Health. 

Murray S. Acker, M.D., D.P.H..+ has re- 
turned to the Saskatchewan Department of 
Public Health after completing a two-year 
assignment with WHO on the reorganization 
of hospital statistics and records in Singa- 
pore and the Federation of Malaya. 

Harry Atten, M.D., who recently completed 
his internship, has been assigned by the 
Public Health Service to the Kansas State 
Health Department for program develop- 
ment. 


James S. Attman, M.D., M.S.P.H.,+ former 


FEBRUARY, 1959 


NEWS FROM THE FIELD 


officer in charge, U. S. Navy Preventive 
Unit No. 4, Great Lakes, Ill, is now health 
officer of Kenosha, Wis. 

Dr. P. ARUMANAYAGAM,} a recent special Uni- 
versity of Michigan student in epidemiology 
at the School of Public Health, has _re- 
turned to Ceylon and is attached to the 
Epidemiology Unit, Department of Health 
Services, Colombo, Ceylon. 

Huston J. Banron, M.D., M.P.H.¢ former 
health officer, Alexander-Pulaski Bi-County 
Health Department, is now health officer, 
East Central Region, IIL, Department of 
Public Health, with headquarters in Cham- 
paign, succeeding the late S. N. MA.Luison, 
M.D.* 

H. Aneus Bowes, M.D., former lecturer in 
psychiatry, McGill University, and a clinical 
director of psychiatry, Ste. Anne de Belle- 
vue Veterans Hospital, Quebec, is now 
psychiatric director, Northeastern South 
Dakota Mental Health Center, Aberdeen. 

Gretcuen E. former nutrition-edu- 
cator, USOM in Peru, is now chief, Section 
of Nutrition, Allegheny County (Pa.) Health 
Department, Pittsburgh. 

Lr. Cotonet Josepu W. Coocu (MC),7 has 
been appointed chief, Communicable Dis- 
ease Branch, Preventive Medicine Division, 
Office of the Army Surgeon General, Wash- 
ington, D. C. 

Donato Cornety, M.D., M.P.H., former chief 
of medical education, Philadelphia General 

Hospital, has been appointed chief, Ma- 
ternal and Child Health Section, Philadel- 
phia Health Department. 

Rex Coston, formerly radio and TV producer- 
director with Ogilvy, Benson, and Mather, 
Advertising, has been appointed radio and 
television associate, Public Relations Divi- 
sion, National Tuberculosis Association. 

. S. Fark, Ph.D.,* former director of research 
and statistics, Social Security Administra- 
tion, and now a consultant in public health 
and social security, has been retained by 
the United Steelworkers of America (Pitts- 
burgh) to survey and assess health services 
available under the union’s health and wel- 
fare program. 

Wituram F. Fercuson, former chief, Section 
of Mental Health, and consultant on alco- 
holism, Minnesota Department of Health, 
is now field representative, National Council 
on Alcoholism, New York City. 

Autan A. Fitex, M.D., M.P.H.,* former di- 
rector, Division of Local Health Services, 
Wisconsin Board of Health, is now health 
officer, Northeastern Region, Illinois Depart- 

ment of Public Health, with offices at 

Aurora, succeeding F. A. TORNABENE, 

M.D.,* now health officer, Will County. 


; 
} 
‘ 


Paut F. Freer, former director of physical 
therapy, Crotched Mountain Rehabilitation 
Center, Greenfield, N. H., is now health 
education specialist, Wisconsin State Health 
Department, with headquarters in District 
6, Green Bay. 

Avrrep L. Frecuerre, M.D., M.P.H.,* former 
director, Division of Health, Hospitals and 
Medical Care, United Community Services 
of Metropolitan Boston, is now commis- 
sioner of health of Massachusetts by ap- 
pointment of Governor Foster Furco.o. 

Tuomas W. Georces, Jr., M.D., M.P.H., has 
been appointed assistant director, Health 
District 1, Philadelphia (Pa.) Health De- 
partment, 

J. H. Genser, M.D., Dr.P.H.,* former medical 
director, Office of Vocational Rehabilitation, 
Washington, D. C., is now area medical 
officer, Indian Health Service, Aberdeen, 
S. D. 

Martin Gouprietp, M.D., former assistant 
professor of epidemiology, Tulane University 
School of Public Health, has been appointed 
senior public health physician, Division of 
Laboratories, New Jersey State Department 
of Health. 

Lr. Commanper Donato R. Gooven, MSC, 
U.S.N.,t former head, Sanitation Control 
Section, Preventive Medicine Division, 
Bureau of Medicine and Surgery, has re- 
tired after more than 22 years of active 
naval service. 

Tueopa H. Grirriru,t formerly on assignment 
from the Public Health Service to the 
Arkansas State Health Department, is now 
with the VD Control Section, South Caro- 
lina State Health Department, assigned to 
the Anderson County Health Department, 
working with the eight counties in that dis- 
trict. 

B. R. Hurcueson, M.D.,¢ has succeeded War- 
REN T. Vaucuan, Jr., M.D.,* as director, 
Division of Mental Hygiene, Massachusetts 
Department of Mental Health. Dr. VaucHan 
has become director of psychiatry, Gaebler 
Children’s Unit, Massachusetts Metropolitan 
State Hospital. 

Harriett C. Jones, M.D., M.P.H.,t who re- 
cently completed a public health residency 
with the New York City Health Depart- 
ment, has been appointed to the District 
Health Operations Unit, Philadelphia (Pa.) 
Health Department. 

Jack P. Keeve, M.D., M.P.H.,¢ formerly in 
private practice of pediatrics is now assistant 
professor of preventive medicine, University 
of Vermont School of Medicine, Burlington. 


* Fellow. 
+t Member. 


James A. Kine, Jn., M.P.H.,* former special 
assistant to the chief, Communicable Dis- 
ease Center, Atlanta, is now executive of- 
ficer, Division of Research Services, National 
Institutes of Health, Bethesda. 

Crarence W. Ktassen,* deputy director in 
charge, Division of Sanitary Engineering, 
Illinois State Department of Public Health, 
is now one of five consultants to WHO in 
its world-wide water supply program. 

Rosert J. Loncwoop, former managing editor 
and supervisor of script and art, Western 
Printing and Lithographing Company, Ra- 
cine, Wis., has been appointed executive 
assistant to the New York State health com- 
missioner. 

Mary K. Mancan, recently on special assign- 
ment to the National Health Council, has 
been named director, American Social Hy- 
giene Association’s Division of Public Infor- 
mation, succeeding Epocar C. Cumines. 

Lr. Coronet Ropert G. former 
chief, Sanitary Engineering Division, Army 
Environmental Health Laboratory, Edge- 
wood, Md., has been appointed chief, Sani- 
tary Engineering Section, and assistant 
chief, Medical Service Corps, Office of the 
Army Surgeon General. 

Kart. A. Mour, chief sanitarian and deputy 
health commissioner, Green Bay (Wis.) 
Health Department, was named “Sanitarian 
of the Year” and given a check for $1,000 
at the 45th meeting of the International 
Association of Milk and Food Sanitarians 
in New York in September. 

Major Generat Dan C. Octe, USAF, (MC) 
(rtd.),¢ has received the Distinguished 
Service Medal “for exceptionally meritorious 
service in a position of great responsibility 
as Surgeon General, United States Air 
Force.” 

Rurn Pennesaker, R.N., former generalized 
public health nursing consultant, Min- 
neapolis District, Minnesota State Health 
Department, has been appointed assistant 
professor of public health nursing, Univer- 
sity of Minnesota School of Nursing. 

Ryan Pterson,t former bacteriologist-serolo- 
gist, Laboratory, New Mexico State Health 
Department, is now in the Curry County 
Branch of the State Laboratory at Clovis. 

Rosert H. Rieper, M.D., M.P.H.,¢ former 
director, Division of Geriatrics and Chronic 
Diseases, has been appointed director, Divi- 
sion of Local Health Services, Kansas State 
Health Department, succeeding the late 
Vernon M. Wonk te, M.D., M.P.H.* 

Perer Rocatz, M.D., M.P.H.,* former associ- 
ate director, Division of Professional Serv- 
ices, Health Insurance Plan of Greater New 
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York, is now associate director, Hospitals 
and Health Agencies Study, Federation of 
Jewish Philanthropies of New York. 

Rosert Fick Ruruerrorp, professor of social 
economy, and director, School of Social 
Work, Simmons College, has been named 
also consultant to the Education Division, 
American Social Hygiene Association. 

H. Scurenx, M.D.,* research direc- 
tor, Industrial Hygiene Foundation, Pitts- 
burgh, has been made managing director of 
the Foundation, succeeding C. Ricuarp 
Wavmer, M.D.,* who is returning to private 
medical practice. 

Cecit C. Ser¢ier has succeeded the late Joun 
O. Meerze as director, Division of Finance, 
South Carolina State Health Department, 
and Water P. Boytston has been ap- 
pointed business manager. Each has been 
on the staff of the division 10 or more years. 

Harotp R. Suipman,t who has been with 
WHO in Egypt, Turkey, Austria, and the 
Americas, has been appointed chief, En- 
vironmental Sanitation Branch, Pan Ameri- 
can Sanitary Bureau. 

F. H. Spurtockx, M.D., former assistant chief 
neurologist, Veterans Administrations Hos- 
pital, Topeka, has been appointed neuro- 
psychiatrist and is also part-time consultant, 
Division of Mental Hygiene, Kansas State 
Department of Health. 

Georce S. Srevenson, M.D.,¢ consultant, 
National Association for Mental Health, was 
honored at the recent annual dinner of the 
Mental Health Society of Greater Miami. 
He was presented with a silver tray. 

Recinacp H. former associate secre- 
tary, Council on Dental Education, Ameri- 
can Dental Association, has been named to 
fill the new position of executive secretary, 
American Association of Dental Schools, 
which now has a central office staff with 
headquarters in the American Hospital 
Association building in Chicago. 

Russett H. Tuompson, D.V.M., former direc- 
tor of animal quarantine, National Institutes 
of Health, has been assigned by the Public 
Health Service to the Bureau of Epidemio- 
logy and Communicable Disease Control, 
New York State Health Department. 

Eveanor W. Townsenp, M.D., has been ap- 
pointed acting director of the Laboratory, 
South Carolina State Board of Health, suc- 
ceeding the late Harry F. Witson, M.D. 

formerly with the Experiment 

in International Living in Switzerland, is 

now apprentice nutritionist, New York State 

Health Department. 


* Fellow. 
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Ronap Voss, former sanitarian, Lane County 
(Ore.) Health Department, is now northern 
regional sanitarian, Alaska Department of 
Health. 

Paut Wakertetp, D.D.S., a recent University 
of Tennessee graduate, is now on the staff, 
Preventive Dentistry Division, Oklahoma 
State Department of Health, serving the six 
counties of the two local departments with 
headquarters in McAlester and Muskogee. 

Doyce B. Warp is psychiatric social worker, 
Mental Health Service, Louisiana State 
Health Department, presently assigned to 
the Greenwood Clinic. 

Vircinta Wess, M.D., is the recently ap- 
pointed regional medical consultant for the 
Dallas Regional Office, Children’s Bureau. 

Russevt F. Wuatey, M.P.H.,+ is public health 

educator in school health, Wiscensin State 

Health Department. 


DEATHS 


Euizanetu E. M.D., M.P.H.,¢ district 
health officer, Montana Public Health Dis- 
trict 1, Hardin, Mont. (Health Officers Sec- 
tion). 

Ernest A. Brancn, D.D.S.,* director, Divi- 
sion of Oral Hygiene, North Carolina State 
Board of Health, Raleigh (Dental Health 
Section). 

Harry K. Dritarp, M.D.,¢ health officer, Lex- 
ington-Fayette (Ky.) Health Department on 
October 9, 1958 (School Health Section). 

J. H. Epperson,* superintendent of health, 
Durham (N.C.) City and County Depart- 
ment of Health (Health Officers Section). 

Tueopore Horton,* formerly chief sanitary 
engineer of the New York State Department 
of Health on December 7, 1958, in his 88th 
year (Engineering and Sanitation Section). 

Henrterta S. Kice,t representative of the 
Women’s Auxiliary, American Medical As- 
sociation, to the National Advisory Com- 
mittee on Local Health Units in July, 1959 
(Public Health Education Section). 

Puuie H. McCavuz, D.M.D., M.P.H..7 of 
Framingham, Mass., on July 2, 1958 (Dental 
Health Section). 

Pau. D. Mossman, M.D.,¢ medical director, 
Seattle Public Schools, Seattle, Wash., on 
November 15, 1958 (School Health Section). 

Mary M. Roserts, editor emeritus, American 
Journal of Nursing on January 11 at the 
age of 82. 

Epcar G. Smevrzer, Jr.,* managing director, 
Bexar County (Tex.) Tuberculosis and 
Health Association on October 12, 1958 
(Public Health Education Section). 

Greorce K. Srrope, M.D.,* of Whitingham, 
Vt. (Epidemiology Section). 


| 


Acsert R. Taytor, M.D., M.P.H.,t director, 
Division of Maternal and Child Health, 
Wyoming State Department of Health, 
Cheyenne (Maternal and Child Health Sec- 
tion). 

Fetix Unperwoon, M.D.,* executive 
officer, Mississippi State Board of Health, 
on January 9 at the age of 75 (Unaffiliated). 

Harry F. Witson, M.D., C.P.H.,+ director, 
Laboratory, South Carolina State Board of 
Health, Columbia, at the age of 54 (Labora- 
tory Section). 

Harotp B. Woop, M.D., Dr.P.H.,* epidemiolo- 
gist in the Harrisburg (Pa.) Department of 
Public Health until his retirement in 1954, 
on December 1, 1958, at age 80 (Health 
Officers Section). 


CONFERENCES AND DATES 


State and Regional Public Health Meet- 
ings—February, March, and _ April, 
1959: 


Alabama Public Health Association. 
Thomas Jefferson Hotel, Birmingham. 
March 19-20. 

Arkansas Public Health Association. 
Marion Hotel, Little Rock. April 29-30. 

Illinois Public Health Association. Mor- 
rison Hotel, Chicago. April 9-11. 

Sansas Public Health Association. Baker 
Hotel, Hutchinson. April 22-24. 

Kentucky Public Health Association. 
Sheraton Hotel, Louisville. March 31- 
April 2. 

Louisiana Public Health Association. 
Capitol House, Baton Rouge. April 9- 
10. 

Oklahoma Public Health Association. 
Oklahoma State University, Stillwater. 
March 46. 

Puerto Rico Public Health Association. 
Hotel LaConcha, San Juan, P. R. 
February 3-7. 

Texas Public Health Association. Gunter 
Hotel, San Antonio. February 22-25. 
(previously listed as December) 

Middle States Public Health Association. 
Des Moines, Iowa. April 1-3. 


Mectings of Other Organizations: 


Aero Medical Association. Statler Hotel, 
Los Angeles, Calif. April 27-29. 

American Academy of Occupational Medi- 
cine. Sheraton Plaza Hotel, Boston, 
Mass. February 11-13. 


* Fellow. 
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SANITIZERS 


OFFER ALL THESE 
ADVANTAGES 


A LONG RECORD OF DEPENDABILITY. lodine 
is recognized as a most efficient antiseptic 
and germicide. It is known to be effective 
against a wide range of organisms. New tech- 
nology has now resulted in more efficient 
iodine formulations developed especially for 
sanitization. 


SPECIALIZED -PRODUCTS. Iodine sanitizers 
and detergent-sanitizers are offered by lead- 
ing manufacturers for treatment of milk, 
food and beverage utensils and equipment. 
Also available are iodine disinfectant-cleaners 
for hospitals, schools, institutions, food and 
beverage plants, and industrial applications. 


EFFECTIVE. lodine sanitizers are effective in 
low concentrations...economical, too. Their 
use can contribute to improved public health. 


EASY TO TEST. The well-known iodine color 
is an indication of solution strength. When 
the color of an iodine sanitizing solution 
begins to disappear, that is a signal to re- 
plenish or replace the solution. There is no 
reason ever to let an iodine solution get too 
weak to be effective. Test kits are available. 


Write us for further information and names of 
manufacturers offering iodine sanitizers and 
disinfectant-cleaners in your area. No obli- 
gation, of course. 


CHILEAN IODINE 
EDUCATIONAL BUREAU, 
INC. 


Room 2158, 120 Broadway, New York 5, N. Y. 


VOL. 49, NO. 2, A.J.P.H. 


i 
| 
| 
| 
\ 


American Orthopsychiatric Association. 

San Francisco, Calif. March 30-April 1. 
American Pharmaceutical Association. 
Netherlands-Hilton, Cincinnati, Ohio. 
April 19-24. 

American Psychiatric Association. Con- 
vention Hall, Philadelphia, Pa. April 
27-May 1. 

Association for the Aid of Crippled Chil- 
dren. New York, N. Y. April 28. 
Association of Schools of Public Health. 
Johns Hopkins University, School of 
Public Health. Baltimore, Md. March 
31—April 2. 

Child Study Association of America. New 
York, N. Y. March 16. 

Congress on Industrial Health, American 
Medical Association. Netherland Hilton 
Hotel, Cincinnati, Ohio. February 16- 
18. 

Family Service Association of America. 
Washington, D. C. March 31—April 3. 

International Conference on Epidemiology 
in Mental Health Disease. Park Shera- 
ton Hotel, New York, N. Y. February 
16-19. 

International Congress of International 
Academy of Legal Medicine and Social 
Medicine. Madrid, Spain. April 16-19. 

National Advisory Committee on Local 
Health Departments. Annual Meeting. 
Palmer House, Chicago, Ill. March 16. 

National Association for Practical Nurse 
Education. Netherland Hilton Hotel, 
Cincinnati, Ohio. April 27—May 1. 

National Committee on the Aging— 
National Social Welfare Association. 
St. Louis, Mo. April 15-17. 

National Council on Alcoholism. Utah 
Hotel, Salt Lake City, Utah. March 
18-20. 

National Health Forum, National Health 
Council, Palmer House, Chicago, Ill. 
March 17-19. 

National Multiple Sclerosis Society, New 
York, N. Y. March 16. 

National Society for the Prevention of 
Blindness. Statler Hotel, New York, 
N. Y. February 25-27. 

Nuclear Congress (Fifth). Cleveland, 
Ohio. April 5-10. 

Royal Society of Health (66th Annual 
Health Conference). Harrogate, Eng- 
land. April 27—May 1. 

United States-Mexico Border Public 
Health Association. Matamoros, Mexico, 
and Brownsville, Tex. March 30—April 
3. 


terrible cold 
N° tablets 


PS. am getting 
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THERE'S A 
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EACH TABLET CONTAINS CHLORPROPHENPYRIDAMINE MALEATE 
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Microbiological Examination of Foods 


Public health laboratory personnel now have an up to date, authoritative 
manual in Recommended Methods for the Microbiological Examination of 
Foods to guide them in routine and special examinations of foods and food 
products. Each chapter has been prepared by experts and reviewed by others. 
The methods have also stood the critical examination of leading public 
health laboratory directors. 


Starting with methods developed by committees of the Food and Nutrition 
Section, the volume has been prepared by the Subcommittee on Methods for 
the Microbiological Examination of Foods. Harry E. Goresline, Ph.D., has 
been chairman of the Subcommittee and served as editor of the volume. The 
report has been approved for publication by the Committee on Evaluation 
and Standards. Each chapter considers methods for related food products. 
These are: 


Bottled Soft Drinks Frozen Fruits, Vegetables & Pre- 
Brined Salted & Pickled Vegetable cooked Frozen Foods 
Products Mayonnaise, Salad & French 

Canned Foods Dressings 
Carbohydrate Products Meat and Meat Products 
Cereals and Cereal Products Poultry Meat 
Dehydrated Fruits & Vegetables Spices 
Eggs & Egg Products Sanitation Indexes 
Fermented Foods Detection & Enumeration of Food 
Fruit Juices and Concentrates Poisoning Types of Microorganisms 

Culture Media 

Stains 


Reagents and Indicators 


A preface has been written by Ferdinand R. Hassler, M.D., Chairman of the 
Coordinating Committee on Laboratory Methods. 


212 pages $4.50 


AMERICAN PUBLIC HEALTH ASSOCIATION, INC. 
1790 Broadway New York 19, N. Y. 
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Prederue you JOURNALS 


With a Jesse Jones 
Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 


Specific immunizing antigen (chick embryo origin) 


American Public Health Associati active against various isolated virus strains. Effectively 
Ith sation prevents or modifies mumps in children and adults. 


LEDERLE LABORATORIES, A Division of 
AMERICAN CYANAMID CO., Pearl River, New York 


1790 Broadway, New York 19, N. Y. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway New York 19, N. Y. 
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Charting the advances in an 
important field... 


AMERICAN INDUSTRIAL HYGIENE 
ASSOCIATION JOURNAL 


With the ever-expanding growth of American industry there is more 
and more emphasis on industrial health. This journal, the official 
publication of the American Industrial Hygiene Association, presents 
original articles on all phases of industrial hygiene, including noise pre- 
vention and control, contaminants, air pollution, and industrial toxi- 
cology. A helpful feature is the Hygienic Guide Series which gives 
authoritative and substantiated information on the toxicity of common 
industrial materials. Also contains abstracts of current literature bear- 
ing on the field, and book reviews. First published 1939. 
Edited by Dourman H. Byers. Published bimonthly, one volume a 
year beginning February. Volume 20 current in 1959. Subscriptions 
are entered on a volume basis only. Because of high billing costs, 
remittance must accompany subscription orders. Subscription price per 


year: $7.50 (U. S.); $7.75 (Canada); $8.25 (all other countries) 


THE WILLIAMS & WILKINS COMPANY 


4 


2, MARYLAND 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only onc) 
...Health Officers 00d and Nutrition School Health 
Laboratory -sseseeee- Maternal and Child Health Dental Health 
Statistics Health Education Medical Care 
...Engineering and Sanitation ... ...Public Health Nursing Mental Health 
Health Epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the American 
Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for you. 


(signature ) (address ) 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 


use of the services maintained by the Association and monthly receipt of the American Journal 
of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members join- 
ing after July 1 will receive the Journal beginning with July; such —— may pay one 


years dues covering the period July through June, or one-and-a 


alf year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility. 
A remittance for §.................... is enclosed. Send bill to 
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1790 Broadway at 58th Street 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
New York 19, N. Y. 


Publications of the APHA 


American Journal of Public Health and the 
Nation’s Health. Single copies................. 
An Appraisal Method for Measuring the Quality 
of Housing: A Yardstick for Health Officers, 
Housing Officials and Planners 
Part I. Nature and Uses of the Method. 1945. 
Part II. Appraisal of Dwelling Conditions. Vol. 
A—Director’s Manual. $3.00. Vol. B—Field 
Procedures. $2.00. Vol. C—Office Procedures. 
$2.00. 1946; or three for.................... 
Part III. Appraisal of Neighborhood Environ- 
Baker’s Devonshire Colic. 1767. Facsimile Delta 
Omega ed., 1958. 74 p 
Basic Principles of Healthful aautiees 2nd ed. 
Care of Laboratory Animals. 1954. “$2 p anepms 
Control of Communicable Diseases in [. 8th 


Communicable Diseases. 3rd ed. 1950. 589 pp. 
Diagnostic Procedures for Virus and Rickettsial 


Diseases. 2nd ed. 1956. 578 pp. ............. 
Directory of Public Health Statisticians. 6th ed. 


Special price to members on prepaid orders only. 
Evaluation Schedule. For use in the study and 
appraisal of community health programs........ 
General Medical Care me in Local Health 
Departments. 1951. 129 p; 
Guide to a Community Health Study. Revised 
Guides to Services for Children: 
Cerebral Palsy—1955. 108 p 
Cleft Lip and Cleft Palate 1955. 84 pp. .... 
Dentofacial Handicaps—1955. 68 pp. .......... 
Epilepsy—1958. 124 pp 
Handicapped Children—1955. 150 pp. ........ 
Hearing Impairment—1956. 124 pp. ........... 
Vision and Eye Problems—1956. 112 pp. ...... 
Health Supervision of Young Children. A Guide 
for Practicing Physicians and Child Health Con- 
ference Personnel. 
Paper edition—1955. 180 pp. ............... 
Cloth bound edition 


$6.00 
$7.50 


$1.50 
$1.00 


-70 
$1.00 


Housing an Aging Population. 1953. 92 pp. ..... 

Methods for Determining Lead in Air and in 

Biological Materials. 2nd ed. 1955. 69 pp. ... 

Nutrition Practices: A Guide for Public Health 

Administrators. 72 pp 
ional Lead E 


Occup 
Panum on Measles. By P. L. Panum (Translation 
— the Danish). Delta Omega ed., 1940. 111 
Principles for Healthful Rural Housing. Ist ed. 
Proposed Ordinance. 1952. 
Public E e R What Pub- 
Needs to Know. 1958. 


rae ‘Health and Hospitals in the St. Louis Area 
—A Mid-Cenutry Appraisal. 1957. 414 pp. . 
Public Health Career Pamphlets: 
Public Health—-A Career with a Future. Revised 
Recommended Methods for the Microbiological 
Examination of Foods. 1958. 207 pp. ........ 
Selected Papers of Joseph W. Mountin, M.D. 
Shattuck Report, The. Report of the Sanitary 
Commission of Massachusetts: 1850. 321 pp. .. 
Standard Methods for the Examination of Dairy 
Products. 10th ed. 1953. 345 pp. ...........- 
Microbiological Examination of Milk and 
Cream: Chapter 2 only. 61 pp. ........... 
Photographic Sediment Charts............... 
Standard Methods for the Examination of Water, 
Sewage and Industrial Wastes. 10th ed. 1955. 
Special price to members of APHA, AWWA, and 
FSIWA on prepaid orders only for a single copy. 
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Planning the Home for Occupancy. 1950. 56 pp. 
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and Fat in the American Diet 


ia this era of public concern over the possibly dele- 
terious influence of dietary fat on human health, a sober 
look at the facts as they exist today appears indicated. 


After reviewing the evidence up to 1958, The Food 
and Nutrition Board of the National Research Council* 
defined the contribution of fat to American nutrition. 


“The human requirement for fat or for specific fatty 
acids, as well as the nutritional implications of a high 
content of fat in the diet, remains to be determined. 


“In the United States an average diet containing 
approximately 40 per cent of the calories in the form 
of fat has been consistent with the attainment of one 
of the best health patterns in the world.” 

This statement by unbiased authority demonstrates that 
drastic curtailment of fat intake is not indicated on the 
basis of current evidence. 

However, if special circumstances call for curtailment 
of fat intake, meat need not be denied the patient. Visi- 
ble fat can be removed easily. In addition to its high 
protein contribution to tissue repair and maintenance, 
meat provides the gamut of B vitamins and important 
minerals essential to sound nutrition. 


*The Role of Dietary Fat in Human Health: A Report of the Food and 
Nutrition Board, National Academy of Sciences— National Research 
Council, Washington, D. C., Publication 575, 1958. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
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solves acute diarrheal disease problems... 


@ swiftly relievessymptoms gg rapidly destroys 
bacterial pathogens (bactericidal rather than bacteriostatic) 
m succeeds where others fail against the enteric “problem 
pathogens” — increasingly prevalent, refractory strains 
of Staphylococcus, Escherichia, Salmonella and Shigella 


... Without creating new problems 


@ does not upset the balance of normal intestinal flora 
@ does not encourage monilial or staphylococcal overgrowth 
@ does not induce significant bacterial resistance 


Furoxone 


oO BRAND OF FURAZOLIOONE 


A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
containing FuROXxONE, 50 mg. per 15 cc., with kaolin and pectin 
ws For patients of all ages (may be mixed with infant formulas, 
passes through a standard nursing nipple) m Dosage: Should 
provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily 
for children m Supplied: bottles of 240 cc. (also: FUROXONE Tab- 
lets, 100 mg. scored, bottles of 20 and 100) 


THE NITROFURANS-—a unique classe of antimicrobials 
onl J. EATON LABORATORIES, NORWICH, NEW YORK 


FEBRUARY, 1959 


‘ 
a5 
4 
i 
3 | 
i 
bs 
3 


DIAGNOSTIC 


. . . for the isolation, identification and cultivation of patho- 
genic fungi. These media are also widely used in phytopatho- 
logical studies. Several are neutral in reaction, giving optimum 
conditions for growth of a variety of fungi. The following 
may be prepared as selective media by the adjustment of 
reaction, addition of antibiotics or other agents: 
Bacto-Brain Heart Infusion Agar Bacto-Mycological Agar 
Bacto-Sabouraud Dextrose Agar Bacto-Mycological Broth 
Bacto-Sabouraud Maltose Agar Bacto-Corn Meal Agar 
Bacto-Littman Oxgall Agar Bacto-Corn Meal Agar with Dextrose 
Bacto-Bean Pod Agar Bacto-PruneAgar Bacto-Lima Bean Agar 


CONTROL 


. . . for sanitary and sterility procedures as well as for general 
use in mycological procedures: 


Bacto-Sabouraud Maltose Broth Bacto-Neurospora Culture Agar 

Bacto-Sabouraud Liquid Medium Bacto-Potato Dextrose Agar 

Bacto-Malt Extract Bacto-Mildew Test Medium 

Bacto-Malt Agar Bacto-W.L. Nutrient Medium 
Bacto-W.L. Differential Medium 


CLASSIFICATION 
. . and nutritional studies of fungi: 


Bacto-Yeast Morphology Agar Bacto-Czapek Dox Broth 
Bacto-Yeast Carbon Base Bacto-Czapek Solution Agar 
Bacto-Yeast Nitrogen Base Bacto-Vitamin Free Yeast Base 


THE DIFCO MANUAL, NINTH EDITION, 
including descriptions of these media and their use, 
is available on request. 


DIFCO LABORATORIES 
DETROIT 1, MICHIGAN 
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